STATE OF MINNESOTA

Journal of the House

NINETY-THIRD SESSION— 2023

FIFTY-FIFTH DAY

SAINT PAUL, MINNESOTA, MONDAY, APRIL 24,2023

H THhe House of Representatives convened at 11:30 a.m. and was calidértby Melissa Hortman, Speaker of
the House.

Prayer was offered by TheeverendRachel Mclver Morey, Northfield United Methodist Chuydtorthfield,
Minnesota.

The members of the House gave the pledge of allegiance to the flag of the &attedof America.

The roll was called and the following members were present:

Acomb Demuth HemmingserJaeger Koznick Novotny Skraba
Agbaje Dotseth Her Kraft O'Driscoll Smith
Altendorf Edelson Hicks Lee, F. Olson, B. Stephenson
Anderson, PE. Elkins Hill Lee, K. Olson, L. Swedzinski
Anderson, P. H. Engen Hollins Liebling O'Neill Tabke
Backer Feist Hornstein Lillie Pelowski Torkelson
Bahner Finke Howard Lislegard PérezVega Urdahl
Bakeberg Fischer Hudella Long Perryman Vang
Baker Fogelman Hudson McDonald Petersburg West
Bennett Franson Huot Mekeland Pfarr Wiener
Berg Frazier Hussein Moller Pinto Wiens
Bierman Frederick Igo Mueller Pryor Witte
Brand Freiberg Jacob Murphy Pursell Wolgamott
Burkel Garofalo Johnson Myers Quam Xiong
Carroll Gillman Jordan Nash Rehm Youakim
Cha Greenman Joy Nelson, M. Reyer Zeleznikar
Clardy Grossell Keeler Nelson, N. Richardson Spk. Hortman
Coulter Hansen, R. Klevorn Neu Brindley Robbins

Curran Hanson, J. Knudsen Newton Schomacker

Daniels Harder Koegel Niska Schultz

Davids Hassan KotyzaWitthuhn Noor Scott

Davis Heintzeman Kozlowski Norris SenceiMura

A quorum was present.
Kiel, Kresha and Nadeau were excused.

BeckerFinn was excused until 1:35 p.naudt was excused until 2:00 p.rBliss was excused until 7:10 p.m.
Gomez was excused until 5D:p.m.

The Chief Clerk proceeded to read the Journal of the preceding day. There being no objection, further reading of
the Jownal was dispensed with and the Journal was approved as corrected by the Chief Clerk.

This document can be made available in alternative formats upon request. Call (651) 296-2314 [voice] or
the Minnesota State Relay Service at 1-800-627-3529 [TTY] for assistance; or visit the website at
http://www.house.mn.
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REPORTS OF STANDING COMMITTEES AND DIVISIONS

Olson,L., from the Committee on Ways and Means to which was referred:

H. F.No.1938, A bill for an act relating to finaing and operation of state and local government; modifying
provisions governing individual income and corporate franchise taxes, federal conformity, property taxes, certain
state aid and credit programs, sales and use taxes, minerals taxes, tax infiremeing, certain local taxes,
provisions related to public finance, and various other taxes anckle®d provisions; modifying income tax
credits; modifying existing and proposing new subtractions; modifying provisions related to the taxation of
passthrough entities; providing for certain federal tax conformity; modifying individual income tax rates; modifying
provisions related to reporting of corporate income; providing a onetime refundable rebate credit; providing for
conformity to certain federalax provisions; modifying property tax exemptions, classifications, and refunds;
modifying local government aid calculations; establishing soil and water conservation district aid; providing for
certain sales tax exemptions and providing new definitiomg]ifying taconite taxes and distributions; converting
the renter's property tax refund into a refundable individual income tax credit; modifying provisions related to tax
increment financing and allowing certain special local provisions; modifying celdaal taxes; establishing
tourism improvement special taxing districts; requiring reports; appropriating money; amending Minnesota Statutes
2022, sections 3.8855, subdivisions 4, 7; 6.495, subdivision 3; 10A.31, subdivisions 1, 3; 13.46, subdivision 2;
41B.0391, subdivisions 1, 2, 4, 7; 116U.27, subdivisions 1, 4, 7; 118A.04, subdivision 5; 123B.61; 168B.07,
subdivision 3; 256J.45, subdivision 2; 256L.15, subdivision 1a; 270A.03, subdivision 2; 270B.12, subdivision 8;
270B.14, subdivision 1; 270C.13, subidien 1; 270C.19, subdivisions 1, 2; 270C.445, subdivisions 2, 3; 270C.446,
subdivision 2; 270C.52, subdivision 2; 272.01, subdivision 2; 272.02, subdivisions 24, 73, 98, by adding a
subdivision; 273.11, subdivision 12; 273.124, subdivisions 6, 13, 133, 1138, 14; 273.1245, subdivision 1;
273.13, subdivisions 25, 34, 35; 273.1315, subdivision 2; 273.1341; 273.1392; 275.065, subdivisions 3, 3b, 4;
278.01, subdivision 1; 279.03, subdivision la; 282.261, subdivision 2; 289A.02, subdivision 7, as amended,
289A.08, subdivisions 7, as amended, 7a, as amended, by adding subdivisions; 289A.18, subdivision 5; 289A.38,
subdivision 4; 289A.382, subdivision 2; 289A.50, by adding a subdivision; 289A.56, subdivision 6; 289A.60,
subdivisions 12, 13, 28; 290.01, subdiviss 19, as amended, 31, as amended; 290.0132, subdivisions 4, 24, 26, 27,
by adding subdivisions; 290.0133, subdivision 6; 290.0134, subdivision 18, by adding a subdivision; 290.06,
subdivisions 2c, as amended, 2d, 22, 39; 290.067; 290.0671, as amedle6;72; 290.0677, subdivision 1;
290.0682, subdivision 2, by adding a subdivision; 290.0685, subdivision 1, by adding a subdivision; 290.0686;
290.091, subdivision 2, as amended; 290.17, subdivision 4, by adding a subdivision; 290.21, subdivisio,9; 290.9
subdivision 20; 290.9705, subdivision 1; 290A.02; 290A.03, subdivisions 3, 6, 8, 12, 13, 15, as amended, by adding
a subdivision; 290A.04, subdivisions 1, 2, 2h, 4, 5; 290A.05; 290A.07, subdivision 2a; 290A.08; 290A.09;
290A.091; 290A.13; 290A.19; 29025; 290B.03, subdivision 1; 290B.04, subdivisions 3, 4; 290B.05, subdivision
1; 291.005, subdivision 1, as amended; 295.50, subdivision 4; 296A.083, subdivision 3; 297A.61, subdivision 29, by
adding subdivisions; 297A.67, subdivisions 2, 7; 297A.68, sididis 4, 25; 297A.70, subdivisions 2, 4, 18, 19;
297E.02, subdivision 6; 297E.021, subdivision 4; 297H.13, subdivision 2; 2971.20, subdivision 4; 298.015; 298.018,
subdivisions 1, 1la; 298.28, subdivisions 5, 7a, by adding a subdivision; 298.296, sobd#;isR99C.76,
subdivisions 1, 2; 327C.02, subdivision 5; 349.11; 349.12, subdivision 12c¢, by adding a subdivision; 366.095,
subdivision 1; 373.01, subdivision 3; 383B.117, subdivision 2; 410.32; 412.301; 462A.05, subdivision 24; 462A.38;
469.033, subdivien 6; 469.053, subdivisions 4, 6; 469.107, subdivision 1; 469.174, subdivision 14, by adding a
subdivision; 469.175, subdivision 6; 469.176, subdivisions 3, 4; 469.1761, subdivision 1; 469.1763, subdivisions 2,
3, 4, 6; 469.1771, subdivisions 2, 2a, 3;4A02, subdivisions 22b, 23a; 475.54, subdivision 1; 477A.011,
subdivision 34, by adding subdivisions; 477A.0124, subdivision 2; 477A.013, subdivisions 8, 9; 477A.03,
subdivisions 2a, 2b, by adding a subdivision; 477A.12, subdivisions 1, 3, by addingligissoiy;, 477A.30;
477B.01, subdivisions 5, 10, 11, by adding subdivisions; 477B.02, subdivisions 2, 3, 5, 8, 9, 10, by adding a
subdivision; 477B.03, subdivisions 2, 3, 4, 5, 7; 477B.04, subdivision 1, by adding a subdivision; 477C.02,
subdivision 4; 477@3, subdivisions 2, 5; 477C.04, by adding a subdivision; 514.972, subdivision 5; Laws 1971,
chapter 773, section 1, subdivision 2, as amended; Laws 1980, chapter 511, sections 1, subdivision 2, as amended; 2,
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as amended; Laws 2006, chapter 259, articlesédtion 3, as amended; Laws 2008, chapter 366, article 5, sections

26, as amended; 36, subdivisions 1, 3, as amended; article 7, section 17; article 17, section 6; Laws 2014, chapter
308, article 6, section 12, subdivision 2; Laws 2023, chapter 1, isetfip proposing coding for new law in
Minnesota Statutes, chapters 16A; 181; 290; 477A; proposing coding for new law as Minnesota Statutes, chapter
428B; repealing Minnesota Statutes 2022, sections 270A.04, subdivision 5; 290.01, subdivision 19i; 290.0131,
subdivision 18; 290.0132, subdivision 33; 290A.03, subdivisions 9, 11; 290A.04, subdivision 2a; 290A.23,
subdivision 1; 477A.011, subdivisions 30a, 38, 42, 45; 477A.013, subdivision 13; 477A.16, subdivisions 1, 2, 3;
477B.02, subdivision 4; 477B.03, subidion 6.

Reported the same back with the following amendments:
Page 19, line 21, deletpdragraph and insert paragraphsand after {i)" insert 'and (j)'

Page 24, line 26, deletdhe income of both a resident and nonresident qualifying owrdiotsated an'd

Page 24, delete line 27

Page 24, line 28, delet@90.17, 290.191, and 290.20.

Page 28, delete lines 28 to 30 and insert:

"(1) by a former basic member or the survivor of a former basic member, as an annuity or survivor benefit, from
apension plan governed by chapter 353, 353E, 354, or 354A, provided that the annuity or benefit is based on service
for which the member or survivor is not also receiving Social Security benefits;

(2) as an annuity or survivor benefit from the legislafles under chapter 3A, the State Patrol retirement plan
under chapter 352B, or the public employees police and fire plan under sections 353.63 to 353.666, provided that the
annuity or benefit is based on service for which the member or survivor is noteaksiging Social Security
benefits}

Page 29, delete lines 1to 3
Page 36, line 13, strike "19, but not attained"
Page 36, line 14, strike "age 6&d insert 18"

Page 197, line 4, delet§&1,394,000 and insert $2,194,000 and delete$1,393,000 and insert $2,193,000

Page 197, line 23, delet§1',871,000 and insert $2,671,000

Page 229, delete section 4
Page 255, after line 6, insert:
"Sec.14. Minnesota Statutes 2022, section 349.12, subdivision 12b, is amended to read:

Subd.12h Electronic pull-tab device "Electronic pulttab device" means a handheld and portable electronic
device that:

(1) is used to play one or more electronic iab games;

(2) requires coded entry to activate play but does not allow the use of coimcyuwe tokens to be inserted to
activate play;
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(3) requires that a player mustdividually activate orindividually open each electronic ptthb ticket and each
individual line, row, or column of each electronic ptab ticket;

(4) maintains informatin pertaining to accumulated win credits that may be applied to games in play or
redeemed upon termination of play;

(5) has no spinning reels or other representations that mimic a video slot machine;

(6) has no additional function as a gambla®yice other than as an electrofiiiked bingo game played on a
device defined under section 349.12, subdivision 12a;

(7) may incorporate an amusement game feature as part of thalpghme but may not require additional
consideration for that featuoe award any prize, or other benefit for that feature;

(8) may have auditory or visual enhancements to promote or provide information about the game being played,
provided the component does not affect the outcome of a game or display the resulteef a ga

(9) maintains, on nonresettable meters, a printable, permanent record of all transactions involving each device
and electronic pultab games played on the device;

(10) is not a pultab dispensing device as defined under subdivision8&h;
(11) has the capability to allow use by a player who is visually impaaead
(12) does not include representations that mimic the display or user interface of a video slot machine by

requiring a player to manually activate the reveal or result of siaghe row of symbols with a separate and distinct
action for each electronic pttthb ticket.

EFFECTIVE DATE . This section is effective for games approved after June 30,"2024.

Page 266, line 12, befor&tand insert 'Fond du Lac Band;

Page 266, lias 16 and 19, delet$3,409,091 and insert $5,357,143

PI,II0,h

Page 303, after line 4, insert:

"ARTICLE 17
GRANTS MANAGEMENT

Section 1 FINANCIAL REVIEW OF NONPROFIT GRANT RECIPIENTS REQUIRED.

Subdivision 1 Financial review required. (a) Before awardin@ competitive, leqgislatively nhamed, single
source, or sole source grant to a nonprofit organization under this act, the grantor must require the applicant to
submit financial information sufficient for the grantor to document and assess the applicaets financial
standing and managementems of significant concern must be addressed with the applicant and resolved to the
satisfaction of the grantor before a grant is awarddthe grantor must document the material requested and
reviewed; whetherhe applicant had a significant operating deficit, a deficit in unrestricted net assets, or insufficient
internal controls; whether and how the applicant resolved the grantor's concerns; and the grantor's final decision
This documentation must be maintihin the grantor's files.

(b) At a minimum, the grantor must require each applicant to provide the following information:
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(1) the applicant's most recent Form 990, FormB30or Form 99¢N filed with the Internal Revenue Service
If the applicant has not been in existence long enough or is not required to file Form 990, Fem, @®0-orm
990N, the applicant must demonstrate to the grantor that the applicant is exempt and must instead submit
documentation of internal controls and thmpkcant's most recent financial statement prepared in accordance with
generally accepted accounting principles and approved by the applicant's board of directors or trustees, or if there is
no such board, by the applicant's managing group;

(2) evidence bregistration and good standing with the secretary of state under Minnesota Statutes, chapter
317A, or other applicable law;

(3) unless exempt under Minnesota Statutes, section 309.515, evidence of registration and good standing with
the attorneygeneral under Minnesota Statutes, chapter 309; and

(4) if required under Minnesota Statutes, section 309.53, subdivision 3, the applicant's most recent audited
financial statement prepared in accordance with generally accepted accounting principles.

Subd 2. Authority to postpone or forgo; reporting required. (a) Notwithstanding any contrary provision in
this act, a grantor that identifies an area of significant concern regarding the financial standing or management of a
legislatively named applicant m@ostpone or forgo awarding the grant.

(b) No later than 30 days after a grantor exercises the authority provided under paragraph (a), the grantor must
report to the chairs and ranking minority members of the legislative committees with jurisdictichegeantor's
operating budgetThe report must identify the legislatively named applicant and the grantor's reason for postponing
or forgoing the grant.

Subd.3. Authority to award subject to additional assistance and oversight A grantor that idenfies an area
of significant concern regarding an applicant's financial standing or management may award a grant to the applicant
if the grantor provides or the grantee otherwise obtains additional technical assistance, as needed, and the grantor
imposes aditional requirements in the grant agreemeftditional requirements may include, but are not limited
to, enhanced monitoring, additional reporting, or other reasonable requirements imposed by the grantor to protect
the interests of the state.

Subd.4. Relation to other law and policy The requirements in this section are in addition to any other
requirements imposed by law; the commissioner of administration under Minnesota Statutes, sections 16B.97 and
16B.98:; or agency policy.

Renumber the sectisrin sequence and correct the internal references

Amend the title accordingly

With the recommendation that when so amended the bill be placed on the General Register.

The report was adopted.

Olson,L., from the Committee on Ways and Means to whics weferred:

S.F.No. 2995, A bill for an act relating to state government; modifying provisions governing child care, child
safety and permanency, child support, economic assistance, deep poverty, housing and homelessness, behavioral
health, the medical education and reseams$t account, MinnesotaCare, medical assistance, background studies,
and human services licensing; establishing the Department of Children, Youth, and Families; making technical and
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conforming changes; establishing requirements for hospital nurse stedfimgittees and hospital nurse workload
committees; modifying requirements of hospital core staffing plans; modifying requirements related to hospital
preparedness and incident response action plans to acts of violence; modifying eligibility for thprbésddional
education loan forgiveness program; establishing the Health Care Affordability Board and Health Care Affordability
Advisory Council; establishing prescription contraceptive supply requirement; requiring health plan coverage of
prescription cotraceptives, certain services provided by a pharmacist, infertility treatment, treatment of rare
diseases and conditions, and biomarker testing; modifying managed care withhold requirements; establishing filing
requirements for a health plan's prescriptivag formulary and for items and services provided by medical and
dental practices; establishing notice and disclosure requirements for certain health care transactions; extending
moratorium on certain conversion transactions; requiring disclosure dityfafeies for telehealth; modifying
provisions relating to the eligibility of undocumented children for MinnesotaCare and of children for medical
assistance; prohibiting a medical assistance benefit plan from includingheesig provisions; authorizing
MinnesotaCare buin option; assessing alternative payment methods in rural health care; assessing feasibility for a
health care provider directory; requiring compliance with the No Surprises Act in billing; modifying prescription
drug price provisionsral continuity of care provisions; compiling health encounter data; modifyirgagér claims

data provisions; establishing certain advisory councils, committees, public awareness campaigns, apprenticeship
programs, and grant programs; modifying lead gstind remediation requirements; establishing Minnesota One
Health Microbial Stewardship Collaborative and cultural communications program; providing for clinical health
care training; establishing a climate resiliency program; changing assisted livingigns; establishing a program

to monitor long COVID, a 988 suicide crisis lifeline, schbaked health centers, Healthy Beginnings, Healthy
Families Act, and Comprehensive and Collaborative Resource and Referral System for Children; establishing a
morabrium on green burials; regulating submerged cldse@ exchanger systems; establishing a tobacco use
prevention account; amending provisions relating to adoptee birth records access; establishing Office of African
American Health; establishing Office dimerican Indian Health; changing certain health board fees; establishing
easy enrolliment health insurance outreach program; establishing-éustigd cossharing reduction program for
eligible persons enrolled in certain qualified health plans; settntgin fees; requiring reports; authorizing attorney
general and commissioner of health review and enforcement of certain health care transactions; authorizing
rulemaking; transferring money; allocating funds for a specific purpose; making forecashadjsstappropriating

money for the Department of Human Services, Department of Health, -helalild boards, emergency medical
services regulatory board, ombudsperson for families, ombudsperson for American Indian families, Office of the
Foster Youth Omhdsperson, Rare Disease Advisory Council, Department of Revenue, Department of Management
and Budget, Department of Children, Youth and Families, Department of Commerce, and Health Care Affordability
Board; amending Minnesota Statutes 2022, sections 41265, subdivision 2; 13.10, subdivision 5; 13.46,
subdivision 4; 13.465, subdivision 8; 15.01; 15.06, subdivision 1; 15A.0815, subdivision 2; 16A.151, subdivision 2;
43A.08, subdivision 1a; 62A.02, subdivision 1; 62A.045; 62A.15, subdivision 4, by addinfdivision; 62A.30,

by adding subdivisions; 62A.673, subdivision 2; 62J.497, subdivisions 1, 3; 62J.692, subdivisions 1, 3, 4, 5, 8;
62J.824; 62J.84, subdivisions 2, 3, 4, 6, 7, 8, 9, by adding subdivisions; 62K.10, subdivision 4; 62K.15; 62U.04,
subdivsions 4, 5, 5a, 11, by adding subdivisions; 62U.10, subdivision 7; 1031.005, subdivisions 17a, 20a, by adding
a subdivision; 1031.208, subdivision 2; 119B.011, subdivisions 2, 5, 13, 19a; 119B.025, subdivision 4; 119B.03,
subdivision 4a; 119B.125, subdsions 1, 1a, 1b, 2, 3, 4, 6, 7; 119B.13, subdivisions 1, 6; 119B.16, subdivisions 1a,
1c, 3; 119B.161, subdivisions 2, 3; 119B.19, subdivision 7; 121A.335, subdivisions 3, 5, by adding a subdivision;
144.05, by adding a subdivision; 144.122; 144.1501, isighahs 1, 2, 3, 4, 5; 144.1506, subdivision 4; 144.218,
subdivisions 1, 2; 144.225, subdivision 2; 144.2252; 144.226, subdivisions 3, 4; 144.566; 144.608, subdivision 1;
144.651, by adding a subdivision; 144.653, subdivision 5; 144.7055; 144.7067 ijsobdly 144.9501, subdivision

9; 144E.001, subdivision 1, by adding a subdivision; 144E.35; 145.4716, subdivision 3; 145.87, subdivision 4;
145.924; 145A.131, subdivisions 1, 2, 5; 145A.14, by adding a subdivision; 147A.08; 148.56, subdivision 1;
148B.392 subdivision 2; 150A.08, subdivisions 1, 5; 150A.091, by adding a subdivision; 150A.13, subdivision 10;
151.065, subdivisions 1, 2, 3, 4, 6; 151.071, subdivision 2; 151.555; 151.74, subdivisions 3, 4; 152.126, subdivisions
4, 5, 6, 9; 245.095; 245.4663ukxlivision 4; 245.4889, subdivision 1; 245.735, subdivisions 3, 6, by adding a
subdivision; 245A.02, subdivision 2c; 245A.04, subdivisions 1, 7a; 245A.05; 245A.055, subdivision 2; 245A.06,
subdivisions 1, 2, 4; 245A.07, subdivision 3; 245A.16, by addisgbaivision; 245A.50, subdivisions 3, 4, 5, 6, 9;
245C.02, subdivision 13e, by adding subdivisions; 245C.03, subdivisions 1, 1a; 245C.031, subdivision 1; 245C.04,
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subdivision 1; 245C.05, subdivisions 1, 2c, 4; 245C.08, subdivision 1; 245C.10, subdifis&ms3, 4, 5, 6, 8, 9,

9a, 10, 11, 12, 13, 14, 15, 16, 17, 20, 21; 245C.15, subdivision 2, by adding a subdivision; 245C.17, subdivisions 2,
3, 6; 245C.21, subdivisions la, 2; 245C.22, subdivision 7; 245C.23, subdivisions 1, 2; 245C.24, subdivision 2;
245C.30, subdivision 2; 245C.32, subdivision 2; 245E.06, subdivision 3; 245G.03, subdivision 1; 245H.01,
subdivision 3, by adding a subdivision; 245H.03, subdivisions 2, 4; 245H.06, subdivisions 1, 2; 245H.07,
subdivisions 1, 2; 2451.011, subdivision 3; 228l subdivisions 10, 13, 14, 16; 254B.02, subdivision 5; 256.01, by
adding a subdivision; 256.014, subdivisions 1, 2; 256.046, subdivision 3; 256.0471, subdivision 1; 256.962,
subdivision 5; 256.9655, by adding a subdivision; 256.969, subdivisions 2b, I8y adding a subdivision; 256.983,
subdivision 5; 256B.04, by adding a subdivision; 256B.055, subdivision 17; 256B.056, subdivision 7; 256B.0625,
subdivisions 9, 13, 13c, 13f, 139, 28b, 30, 31, 34, 49, by adding subdivisions; 256B.0631, subdivisiadtddpa
subdivision; 256B.0941, by adding a subdivision; 256B.196, subdivision 2; 256B.69, subdivisions 4, 5a, 6d, 28, 36,
by adding subdivisions; 256B.692, subdivision 1; 256B.75; 256B.758; 256B.76, as amended; 256B.761; 256B.764;
256D.01, subdivisiorla; 256D.024, subdivision 1; 256D.03, by adding a subdivision; 256D.06, subdivision 5;
256D.44, subdivision 5; 256D.63, subdivision 2; 256E.34, subdivision 4; 256E.35, subdivisions 1, 2, 3, 4a, 6, 7;
2561.03, subdivisions 7, 13; 2561.04, subdivision 1;12Z8§ subdivisions 6, 8, by adding a subdivision; 256J.08,
subdivisions 71, 79; 256J.11, subdivision 1; 256J.21, subdivisions 3, 4; 256J.26, subdivision 1; 256J.33,
subdivisions 1, 2; 256J.35; 256J.37, subdivisions 3, 3a; 256J.425, subdivisions 1,256.46, subdivisions 1, 2,

2a; 256J.95, subdivision 19; 256L.03, subdivision 5; 256L.04, subdivisions 7a, 10, by adding a subdivision;
256L.07, subdivision 1; 256L.15, subdivision 2; 256N.26, subdivision 12; 256P.01, by adding subdivisions;
256P.02, subdision 2, by adding subdivisions; 256P.04, subdivisions 4, 8; 256P.06, subdivision 3, by adding a
subdivision; 256P.07, subdivisions 1, 2, 3, 4, 6, 7, by adding subdivisions; 259.83, subdivisions 1, 1a, 1b, by adding
a subdivision; 260.761, subdivision 3s amended; 260C.007, subdivisions 6, 14; 260C.317, subdivision 4;
260C.80, subdivision 1; 260E.01; 260E.02, subdivision 1; 260E.03, subdivision 22, by adding subdivisions;
260E.09; 260E.14, subdivisions 2, 5; 260E.17, subdivision 1; 260E.18; 260E.Aflyisoh 2; 260E.24,
subdivisions 2, 7; 260E.33, subdivision 1; 260E.35, subdivision 6; 270B.14, subdivision 1, by adding a subdivision;
297F.10, subdivision 1; 403.161, subdivisions 1, 3, 5, 6, 7; 403.162, subdivisions 1, 2, 5; 518A.31; 518A.32,
subdivisbns 3, 4; 518A.34; 518A.41; 518A.42, subdivisions 1, 3; 518A.65; 518A.77; 328,5609B.425,
subdivision 2; 609B.435, subdivision 2; Laws 2017, First Special Session chapter 6, article 5, section 11, as
amended; Laws 2021, First Special Session chaptatile 6, section 26; article 16, sections 2, subdivision 32, as
amended; 3, subdivision 2, as amended; article 17, section 5, subdivision 1; proposing coding for new law in
Minnesota Statutes, chapters 62A; 62D; 62J; 62Q; 62V; 103l; 119B; 144; 148Et48] 245; 245C; 256B; 256E;

256K; 256N; 256P; 260; 290; proposing coding for new law as Minnesota Statutes, chapter 143; repealing
Minnesota Statutes 2022, sections 62J.692, subdivisions 4a, 7, 7a; 119B.03, subdivision 4; 137.38, subdivision 1;
144.059, subdivision 10; 144.212, subdivision 11; 245C.02, subdivision 14b; 245C.031, subdivisions 5, 6, 7;
245C.032; 245C.11, subdivision 3; 245C.30, subdivision 1a; 256.8799; 256.9864; 256B.0631, subdivisions 1, 2, 3;
256B.69, subdivision 5c¢; 256J.08, subdivi®ol0, 53, 61, 62, 81, 83; 256J.30, subdivisions 5, 7, 8; 256J.33,
subdivisions 3, 4, 5; 256J.34, subdivisions 1, 2, 3, 4; 256J.37, subdivision 10; 256J.425, subdivision 6; 259.83,
subdivision 3; 259.89; 260C.637.

Reported the same back with the followermendments:
Delete everything after the enacting clause and insert:

"ARTICLE 1
DEPARTMENT OF HUMAN SERVICES HEALTH CARE

Section 1 Minnesota Statutes 2022, section 62A.045, is amended to read:
62A.045 PAYMENTS ON BEHALF OF ENROLLEES IN GOVERNMENT HEALTH PROGRAMS.
(a) As a condition of doing business in Minnesota or providing coverage to residents of Minnesota covered by

this section, each health insurer shall comply with the requireraséfivs health insurers undéhe federal Deficit
Reduction Act of 2005, Public Law 1% 1 and the federal Consolidated Appropriations Act of 2022, Public Law
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117103 including any federal regulations adopted undfet-actthose actsto the extent thatt—impeosesthey
imposea requirement that appliés this state and that is not also required by the laws of this stdiis section
does not require compliance with any provision of the fedmetdctsprior to the effectivedatedatesprovided for
thatprovisiorthose provisioni the federabetacts The commissioner shall enforce this section.

For the purpose of this section, "health insurer" includesirsglired plans, group health plans (as defined in
section 607(1) of the Employee Retirement Income Security Act of 1974), service beneit mnaged care
organizations, pharmacy benefit managers, or other parties that are by contract legally responsible to pay a claim for
a healthcare item or service for an individual receiving benefits under paragraph (b).

(b) No plan offered by a healihsurer issued or renewed to provide coverage to a Minnesota resident shall
contain any provision denying or reducing benefits because services are rendered to a person who is eligible for or
receiving medical benefits pursuant to title XIX of the So8aturity Act (Medicaid) in this or any other state;
chapter 256 or 256B; or services pursuant to section 252.27; 256L.01 to 256L.10; 260B.331, subdivision 2;
260C.331, subdivision 2; or 393.07, subdivision 1.0N® health insurer providing benefits umgans covered by
this section shall use eligibility for medical programs named in this section as an underwriting guideline or reason
for nonacceptance of the risk.

(c) If payment for covered expenses has been made under state medical prograesttiocare items or
services provided to an individual, and a third party has a legal liability to make payments, the rights of payment and
appeal of an adverse coverage decision for the individual, or in the case of a child their responsible relative or
caretaker, will be subrogated to the state ageridye state agency may assert its rights under this section within
three years of the date the service was renddfed purposes of this section, "state agency" includes prepaid health
plans under contraavith the commissioner according to sections 256B.69 and 256L.12; children's mental health
collaboratives under section 245.493; demonstration projects for persons with disabilities under section 256B.77;
nursing homes under the alternative payment detradits project under section 256B.434; and cotbdged
purchasing entities under section 256B.692.

(d) Notwithstanding any law to the contrary, when a person covered by a plan offered by a health insurer
receives medical benefits according to any stalisted in this section, payment for covered services or notice of
denial for services billed by the provider must be issued directly to the provfdeperson was receiving medical
benefits through the Department of Human Services at the time aeseras provided, the provider must indicate
this benefit coverage on any claim forms submitted by the provider to the health insurer for those sériees
commissioner of human services notifies the health insurer that the commissioner has madgspiyrife
provider, payment for benefits or notices of denials issued by the health insurer must be issued directly to the
commissioner Submission by the department to the health insurer of the claim on a Department of Human Services
claim form is prope notice and shall be considered proof of payment of the claim to the provider and supersedes
any contract requirements of the health insurer relating to the form of submidslility to the insured for
coverage is satisfied to the extent that paysiémt those benefits are made by the health insurer to the provider or
the commissioner as required by this section.

(e) When a state agency has acquired the rights of an individual eligible for medical programs named in this
section and has health beneftoverage through a health insurer, the health insurer shall not impose requirements
that are different from requirements applicable to an agent or assignee of any other individual covered.

(f) A health insurer must process a clean claim made by aaljatecy for covered expenses paid under state
medical programs within 90 business days of the claim's submis&ibealth insurer must process all other claims
made by a state agency for covered expenses paid under a state medical program withifirteeséinferth in
Code of Federal Regulations, title 42, section 447.45(d)(4).

(9) A health insurer may request a refund of a claim paid in error to the Department of Human Services within
two years of the date the payment was made to the departdertuest for a refund shall not be honored by the
department if the health insurer makes the request after the time period has lapsed.
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Sec.2. Minnesota Statutes 2022, section 62A.673, subdivision 2, is amended to read:

Subd.2. Definitions. (a) For purpses of this section, the terms defined in this subdivision have the meanings
given.

(b) "Distant site" means a site at which a health care provider is located while providing health care services or
consultations by means of telehealth.

(c) "Health careprovider" means a health care professional who is licensed or registered by the state to perform
health care services within the provider's scope of practice and in accordance with sté@tén&adth care provider
includes a mental healfirofessional under section 2451.04, subdivision 2; a mental health practitioner under section
2451.04, subdivision 4; a clinical trainee under section 2451.04, subdivision 6; a treatment coordinator under section
245G.11, subdivision 7; an alcohol and daaynselor under section 245G.11, subdivision 5; and a recovery peer
under section 245G.11, subdivision 8.

(d) "Health carrier" has the meaning given in section 62A.011, subdivision 2.

(e) "Health plan™ has the meaning given in section 62A.011, submivdsi Health plan includes dental plans as
defined in section 62Q.76, subdivision 3, but does not include dental plans that provide indesaitybenefits,
regardless of expenses incurred, and are designed to pay benefits directly to the policy holder.

(f) "Originating site" means a site at which a patient is located at the time health care services are provided to the
patient by means of telehealthror purposes of stor@ndforward technology, the originating site also means the
location at which admlth care provider transfers or transmits information to the distant site.

(g) "Storeandforward technology" means the asynchronous electronic transfer or transmission of a patient's
medical information or data from an originating site to a distanfaitéhe purposes of diagnostic and therapeutic
assistance in the care of a patient.

(h) "Telehealth” means the delivery of health care services or consultations through the use of reahtime two
interactive audio and visuabmmunications to provide or support health care delivery and facilitate the assessment,
diagnosis, consultation, treatment, education, and care management of a patient's healtblelagalth includes
the application of secure video conferencing, storéforward technology, and synchronous interactions between a
patient located at an originating site and a health care provider located at a distabhsltduly 1,20232025
telehealth also includes audbmly communication between a health careviler and a patient in accordance with
subdivision 6, paragraph (b) Telehealth does not include communication between health care providers that
consists solely of a telephone conversation, email, or facsimile transmissiefehealth does not include
communication between a health care provider and a patient that consists solely of an email or facsimile
transmission Telehealth does not include telemonitoring services as defined in paragraph (i).

(i) "Telemonitoring services" means the remote mairitpof clinical data related to the enrollee's vital signs or
biometric data by a monitoring device or equipment that transmits the data electronically to a health care provider
for analysis Telemonitoring is intended to collect an enrollee's he@ldited data for the purpose of assisting a
health care provider in assessing and monitoring the enrollee's medical condition or status.

Sec.3. Minnesota Statutes 2022, section 256.01, is amended by adding a subdivision to read:

Subd.43. Education on catraceptive options The commissioner shall require hospitals and primary care
providers serving medical assistance and MinnesotaCare enrollees to develop and implement protocols to provide
enrollees, when appropriate, with comprehensive and scientifiealturate information on the full range of
contraceptive options, in a medically ethical, culturally competent, and noncoercive manmerinformation
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provided must be designed to assist enrollees in identifying the contraceptive method that bebeneeetdiees'
needs and the needs of the enrollees' famili€se protocol must specify the enrollee categories to which this
requirement will be applied, the process to be used, and the information and resources to be ptogjuitals and
providersmust make this protocol available to the commissioner upon request.

Sec.4. Minnesota Statutes 2022, section 256.0471, subdivision 1, is amended to read:

Subdivision 1 Qualifying overpayment. Any overpayment for assistance granted urelepter119Bthe
MFIP program formerly codified under sections 256.031 to 256024 the AFDC program formerly codified
under sections 256.72 to 256.87dr_assistance granted unddrapter256B-for-statdunded-medical-assistance,
119B, 256D, 2561, 256Jand 256K—and-256L for assistance granted pursuant to section 256.045, subdivision 10,
for statefunded medical assistance asthtefunded MinnesotaCareinder chapters 256B and 256hand for
assistance granted und#ére Supplemental Nrtion Assistance Program (SNAP), except agency error claims,
become a judgment by operation of law 90 days after the notice of overpayment is personally served upon the
recipient in a manner that is sufficient under rule 4.08fahe Rules of Civil Praedure for district courts, or by
certified mail, return receipt requestedihis judgment shall be entitled to full faith and credit in this and any other
state.

EFFECTIVE DATE . This section is effective July 1, 2023.

Sec.5. Minnesota Statutes 2022 &ion 256.969, subdivision 2b, is amended to read:

Subd.2b. Hospital payment rates (a) For discharges occurring on or after November 1, 2014, hospital
inpatient services for hospitals located in Minnesota shall be paid according to the following:

(1) critical access hospitals as defined by Medicare shall be paid usinglmsedtmethodology;
(2) longterm hospitals as defined by Medicare shall be paid on a per diem methodology under subdivision 25;

(3) rehabilitation hospitals or units bbspitals that are recognized as rehabilitation distinct parts as defined by
Medicare shall be paid according to the methodology under subdivision 12; and

(4) all other hospitals shall be paid on a diagnosliated group (DRG) methodology.

(b) For the priod beginning January 1, 2011, through October 31, 2014, rates shall not be rebased, except that a
Minnesota longteerm hospital shall be rebased effective January 1, 2011, based on its most recent Medicare cost
report ending on or before September 1,&00th the provisions under subdivisions 9 and 23, based on the rates in
effect on December 31, 201@or rate setting periods after November 1, 2014, in which the base years are updated,
a Minnesota longerm hospital's base year shall remain withinséme period as other hospitals.

(c) Effective for discharges occurring on and after November 1, 2014, payment rates for hospital inpatient
services provided by hospitals located in Minnesota or the local trade area, except for the hospitals paid under th
methodologies described in paragraph (a), clauses (2) and (3), shall be rebased, incorporating cost and payment
methodologies in a manner similar to Medicaféhe base year or years for the rates effective November 1, 2014,
shall be calendar year 2012The rebasing under this paragraph shall be budget neutral, ensuring that the total
aggregate payments under the rebased system are equal to the total aggregate payments that were made for the same
number and types of services in the base.yeseparate ldget neutrality calculations shall be determined for
payments made to critical access hospitals and payments made to hospitals paid under the DR®pslstbm
rate increases or decreases under subdivision 3a or 3c that applied to the hospitatbbsétyduring the entire
base period shall be incorporated into the budget neutrality calculation.
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(d) For discharges occurring on or after November 1, 2014, through the next rebasing that occurs, the rebased
rates under paragraph (c) that apply to haspitinder paragraph (a), clause (4), shall include adjustments to the
projected rates that result in no greater than a five percent increase or decrease from the base year payments for any
hospital Any adjustments to the rates made by the commissionderuhis paragraph and paragraph (e) shall
maintain budget neutrality as described in paragraph (c).

(e) For discharges occurring on or after November 1, 2014, the commissioner may make additional adjustments
to the rebased rates, and when evaluating lenetdditional adjustments should be made, the commissioner shall
consider the impact of the rates on the following:

(1) pediatric services;

(2) behavioral health services;

(3) trauma services as defined by the National Uniform Billing Committee;

(4) transplant services;

(5) obstetric services, newborn services, and behavioral health services provided by hospitals outside the
sevencounty metropolitan area;

(6) outlier admissions;

(7) low-volume providers; and

(8) services provided by smallral hospitals that are not critical access hospitals.

(f) Hospital payment rates established under paragraph (c) must incorporate the following:

(1) for hospitals paid under the DRG methodology, the base year payment rate per admission is stabgardized
the applicable Medicare wage index and adjusted by the hospital's disproportionate population adjustment;

(2) for critical access hospitals, payment rates for discharges between November 1, 2014, and June 30, 2015,
shall be set to the same rate of pawtthat applied for discharges on October 31, 2014;

(3) the cost and charge data used to establish hospital payment rates must only reflect inpatient services covered
by medical assistance; and

(4) in determining hospital payment rates for dischargesroiag on or after the rate year beginning January 1,
2011, through December 31, 2012, the hospital payment rate per discharge shall be based ofirtengost
methods and allowable costs of the Medicare program in effect during the base year .orliyedetermining
hospital payment rates for discharges in subsequent base years, the per discharge rates shall be based on the
costfinding methods and allowable costs of the Medicare program in effect during the base year or years.

(g) The commissioner sl validate the rates effective November 1, 2014, by applying the rates established
under paragraph (c), and any adjustments made to the rates under paragraph (d) or (e), to hospital claims paid in
calendar year 2013 to determine whether the total aggregyments for the same number and types of services
under the rebased rates are equal to the total aggregate payments made during calendar year 2013.

(h) Effective for discharges occurring on or after July 1, 2017, and every two years thereafter,tpajgsen
under this section shall be rebased to reflect only those changes in hospital costs between the existing base year or
years and the next base year or ye#éinsany year that inpatient claims volume falls below the threshold required to
ensure a stistically valid sample of claims, the commissioner may combine claims data from two consecutive years
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to serve as the base yeafears in which inpatient claims volume is reduced or altered due to a pandemic or other
public health emergency shall not bged as a base year or part of a base year if the base year includes more than
one year Changes in costs between base years shall be measured using the lower of the hospital cost index defined
in subdivision 1, paragraph (a), or the percentage chartge rase mix adjusted cost per clailfrthe commissioner

shall establish the base year for each rebasing period considering the most recent year or years for which filed
Medicare cost reports are availagbdxcept that the base years for the rebasingteféeduly 1, 2023, are calendar

years 2018 and 2019The estimated change in the average payment per hospital discharge resulting from a
scheduled rebasing must be calculated and made available to the legislature by January 15 of each year in which
rebasng is scheduled to occur, and must include by hospital the differential in payment rates compared to the
individual hospital's costs.

(i) Effective for discharges occurring on or after July 1, 2015, inpatient payment rates for critical access hospitals
located in Minnesota or the local trade area shall be determined using a nevasmmstmethodology The
commissioner shall establish within the methodology tiers of payment designed to promote efficiency and
costeffectiveness Payment rates for hospitalmder this paragraph shall be set at a level that does not exceed the
total cost for critical access hospitals as reflected in base year cost.rdpotitshe next rebasing that occurs, the
new methodology shall result in no greater than a five perdeatease from the base year payments for any
hospital, except a hospital that had payments that were greater than 100 percent of the hospital's costs in the base
year shall have their rate set equal to 100 percent of costs in the bas€hgeaaites pal for discharges on and after
July 1, 2016, covered under this paragraph shall be increased by the inflation factor in subdivision 1, paragraph (a)
The new cosbased rate shall be the final rate and shall not be settled to actual incurredHizsagials shall be
assigned a payment tier based on the following criteria:

(1) hospitals that had payments at or below 80 percent of their costs in the base year shall have a rate set that
equals 85 percent of their base year costs;

(2) hospitals that had pments that were above 80 percent, up to and including 90 percent of their costs in the
base year shall have a rate set that equals 95 percent of their base year costs; and

(3) hospitals that had payments that were above 90 percent of their costbaseheear shall have a rate set that
equals 100 percent of their base year costs.

() The commissioner may refine the payment tiers and criteria for critical access hospitals to coincide with the
next rebasing under paragraph.(hJhe factors used to delop the new methodology may include, but are not
limited to:

(1) the ratio between the hospital's costs for treating medical assistance patients and the hospital's charges to the
medical assistance program;

(2) the ratio between the hospital's costs tfeating medical assistance patients and the hospital's payments
received from the medical assistance program for the care of medical assistance patients;

(3) the ratio between the hospital's charges to the medical assistance program and the hagpi&its p
received from the medical assistance program for the care of medical assistance patients;

(4) the statewide average increases in the ratios identified in clauses (1), (2), and (3);
(5) the proportion of that hospital's costs that are adminigtratid trends in administrative costs; and
(6) geographic location.

EFFECTIVE DATE . This section is effective July 1, 2023.
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Sec.6. Minnesota Statutes 2022, section 256.969, subdivision 9, is amended to read:

Subd.9. Disproportionate numbers of low-income patients served (a) For admissions occurring on or after
July 1, 1993, the medical assistance disproportionate population adjustment shall comply with federal law and shall
be paid to a hospital, excluding regional treatment centers andi¢acilf the federal Indian Health Service, with a
medical assistance inpatient utilization rate in excess of the arithmetic Mlearadjustment must be determined as
follows:

(1) for a hospital with a medical assistance inpatient utilization rate dhevarithmetic mean for all hospitals
excluding regional treatment centers and facilities of the federal Indian Health Service but less than or equal to one
standard deviation above the mean, the adjustment must be determined by multiplying the tetapefdting and
property payment rates by the difference between the hospital's actual medical assistance inpatient utilization rate
and the arithmetic mean for all hospitals excluding regional treatment centers and facilities of the federal Indian
HealthService; and

(2) for a hospital with a medical assistance inpatient utilization rate above one standard deviation above the
mean, the adjustment must be determined by multiplying the adjustment that would be determined under clause (1)
for that hospital 1.1 The commissioner shall report annually on the number of hospitals likely to receive the
adjustment authorized by this paragragthe commissioner shall specifically report on the adjustments received by
public hospitals and public hospital corpiimas located in cities of the first class.

(b) Certified public expenditures made by Hennepin County Medical Center shall be considered Medicaid
disproportionate share hospital paymentiennepin County and Hennepin County Medical Center shall report by
June 15, 2007, on payments made beginning July 1, 2005, or another date specified by the commissioner, that may
qualify for reimbursement under federal lavBased on these reports, the commissioner shall apply for federal
matching funds.

(c) Upon federbapproval of the related state plan amendment, paragraph (b) is effective retroactively from
July 1, 2005, or the earliest effective date approved by the Centers for Medicare and Medicaid Services.

(d) Effective July 1, 2015, disproportionate share hasDSH) payments shall be paid in accordance with a
new methodology using 2012 as the base.yeéarnual payments made under this paragraph shall equal the total
amount of payments made for 2012\ licensed children's hospital shall receive only a €ngB5H factor for
children’s hospitalsOther DSH factors may be combined to arrive at a single factor for each hospital that is eligible
for DSH payments The new methodology shall make payments only to hospitals located in Minnesota and include
the following factors:

(1) a licensed children's hospital with at least 1,006fdeservice discharges in the base year shall receive a
factor of 0.868 A licensed children's hospital with less than 1,000fégeservice discharges in the base year shall
receive a factor of 0.7880;

(2) a hospital that has in effect for the initial rate year a contract with the commissioner to provide extended
psychiatric inpatient services under section 256.9693 shall receive a factor of 0.0160;

(3) a hospital that has receiy medical assistance payment for at least 20 transplant services in the base year
shall receive a factor of 0.0435;

(4) a hospital that has a medical assistance utilization rate in the base year between 20 percent up to one standard
deviation above theatewide mean utilization rate shall receive a factor of 0.0468;

(5) a hospital that has a medical assistance utilization rate in the base year that is at least one standard deviation
above the statewide mean utilization rate but is less than two artfthirstandard deviations above the mean shall
receive a factor of 0.2300; and
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(6) a hospital that is a level one trauma center and that has a medical assistance utilization rate in the base year
that is at least two andnehalf onequarterstandard devians above the statewide mean utilization rate shall
receive a factor of 0.3711.

(e) For the purposes of determining eligibility for the disproportionate share hospital factors in paragraph (d),
clauses (1) to (6), the medical assistance utilizationaradedischarge thresholds shall be measured using only one
year when a tw«qyear base period is used.

() Any payments or portion of payments made to a hospital under this subdivision that are subsequently returned
to the commissioner because flayments are found to exceed the hosgipacific DSH limit for that hospital shall
be redistributed, proportionate to the number offteeservice discharges, to other D®Hgible nonchildren's
hospitals that have a medical assistance utilizatiortliatds at least one standard deviation above the mean.

(g9) An additional payment adjustment shall be established by the commissioner under this subdivision for a
hospital that provides high levels of administering higist drugs to enrollees in féer-service medical assistance
The commissioner shall consider factors includingféeeservice medical assistance utilization rates and payments
made for drugs purchased through the 340B drug purchasing program and administeréoriseieéce enrolleg
If any part of this adjustment exceeds a hospital's hosgptdific disproportionate share hospital limit, the
commissioner shall make a payment to the hospital that equals the nonfederal share of the amount that exceeds the
limit. The total nonfed®l share of the amount of the payment adjustment under this paragraph shall not exceed
$1,500,000.

Sec.7. Minnesota Statutes 2022, section 256.969, subdivision 25, is amended to read:
Subd.25. Long-term hospital rates (a) Longterm hospitals shable paid on a per diem basis.

(b) For admissions occurring on or after April 1, 1995, a {targn hospital as designated by Medicare that does
not have admissions in the base year shall have inpatient rates established at the average of other Hosipitals wi
same designationFor subsequent ratetting periods in which base years are updated, the hospital's base year shall
be the first Medicare cost report filed with the letegm hospital designation and shall remain in effect until it falls
within the same period as other hospitals.

(c) For admissions occurring on or after July 1, 2023, 4®non hospitals must be paid the higher of a per diem
amount computed using the methodology described in subdivision 2b, paragraph (i), or the per dienf datly as o
1, 2021.

EFFECTIVE DATE . This section is effective July 1, 2023.

Sec.8. Minnesota Statutes 2022, section 256.969, is amended by adding a subdivision to read:

Subd.31. Long-acting reversible contraceptives (a) The commissioner mugtovide separate reimbursement
to hospitals for longacting reversible contraceptives provided immediately postpartum in the inpatient hospital
setting This payment must be in addition to the diagnestlated group reimbursement for labor and delivaarg
shall be made consistent with section 256B.0625, subdivision 13e, paragraph (e).

(b) The commissioner must require_managed care and ecbasgd purchasing plans to comply with this
subdivision when providing services to medical assistance enrollees.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.9. Minnesota Statutes 2022, section 256B.04, subdivision 14, is amended to read:

Subd.14. Competitive bidding. (a) When determined to be effective, economical, and feasible, the
commissioner may utilize volume purchase through competitive bidding and negotiation under the provisions of
chapter 16C, to provide items under the medical assistance program including but not limited to the following:
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(1) eyeglasses;

(2) oxygen Thecommissioner shall provide for oxygen needed in an emergency situation on-eeghdrasis,
until the vendor can obtain the necessary supply from the contract dealer;

(3) hearing aids and supplies;

(4) durable medical equipment, including but not ledito:

(i) hospital beds;

(i) commodes;

(iii) glide-about chairs;

(iv) patient lift apparatus;

(v) wheelchairs and accessories;

(vi) oxygen administration equipment;

(vii) respiratory therapy equipment;

(viii) electronic diagnostic, therapeuticdtife-support systems; and
(ix) allergenreducing products as described in section 256B.0625, subdivision 67, paragraph (c) or (d);

(5) nonemergency medical transportation level of need determinations, disbursement of public transportation
passes and tokens, and volunteer and recipient mileage and parking reimburserdents;

(6) drugs;_ and

(7) quitlineservices as described in section 256B.0625, subdivision 68, paragraph (c).

(b) Rate changes and recipient eslséring under this chapter and chapter 256L do not affect contract payments
under this subdivision unless specifically identified.

(c) The commissioner may not utilize volume purchase through competitive bidding and negotiation under the
provisions of chapter 16C for special transportation services or incontinence products and related supplies.

EFFECTIVE DATE . This section is effective Januaty 2024.

Sec.10. Minnesota Statutes 2022, section 256B.055, subdivision 17, is amended to read:

Subd.17. Adults who were in foster care at the age of 18(a) Medical assistance may be paid for a person
under 26 years of age who was in foster cardeu the commissioner's responsibility on the date of attaining 18
years of age, and who was enrolled in medical assistance under the state plan or a waiver of the plan while in foster
care, in accordance with section 2004 of the Affordable Care Act.

(b) Beginning July 1, 2023, medical assistance may be paid for a person under 26 years of age who was in foster
care on the date of attaining 18 years of age and enrolled in another state's Medicaid program while in foster care in
accordance with the SubstardseDisorder Prevention that Promotes Opioid Recovery and Treatment for Patients
and Communities Act of 2018Public Law 115271, section 1002.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.11. Minnesota Statutes 2@, section 256B.0625, subdivision 3a, is amended to read:

Subd.3a Sex-reassignment-surgeryGender-affirming services. Sexreassignmentsurgery-is-not-covered

Medical assistance covers gendéfirming services.

Sec.12. Minnesota Statute®022, section 256B.0625, subdivision 9, is amended to read:

Subd.9. Dental services (a) Medical assistance covenedically necessanyental services.

aSCESSES;
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followin guidlies aply:
(1) posterior fillings are paid at the amalgam rate;
(2) application of sealants are covered once every five years per permanerforeiddren-only
(3) application of fluoride varnish is covered once every six months; and

(4) orthodontia is eligible for coverage for children only.

{e) (b) In addition to the services specifiedgaragraphs{b)-and-(ppragraph (a)medical assistance covers the
following servicedoradults

(1) house calls or extended care facility calls forsaa delivery of covered services;

(2) behavioral management when additional staff time is required to accommodate behavioral challenges and
sedation is not used;

(3) oral orlV sedation, if the covered dental service cannot be performed safely without it or would otherwise
require the service to be performed under general anesthesia in a hospital or surgical center; and

(4) prophylaxis, in accordance with an appropriateviiddialized treatment plan, but no more than four times
per year.

& (c) The commissioner shall not require prior authorization for the services included in parégréph
clauses (1) to (3), and shall prohibit managed care and cbassd purchasinglans from requiring prior
authorization for the services included in paragrégh(b), clauses (1) to (3), when provided under sections
256B.69, 256B.692, and 256L.12.

EFFECTIVE DATE . This section is effective January 1, 2024, or upon fedgmadoval, whichever is later.

Sec.13. Minnesota Statutes 2022, section 256B.0625, subdivision 13c, is amended to read:

Subd.13c  Formulary Committee. The commissioner, after receiving recommendations from professional
medical associations and prademal pharmacy associations, and consumer groups shall designate a Formulary
Committee to carry out duties as described in subdivisions 13 toTt&gFormulary Committee shall be comprised
of four at Ieast flvellcensed physmans actlvely engaged ie practice of medicine in Minnesota, one of whom
al iBres®ctively practicing psychiatrist, one of
Whom speC|aI|zes in the dlaqn05|s and treatment of rare diseases, one of whom epéuigkrliatrics, and one of
whom actively treats persons with disabilities least three licensed pharmacists actively engaged in the practice of
pharmacy in Minnesotaone of whom practices outside the metropolitan counties listed in section 473.121,
subdivision 4, one of whom practices in the metropolitan counties listed in section 473.121, subdivision 4, and one
of whom is a practicing hospital pharmarishd-oneat least fourconsumerepresentativeepresentatives, all of
whom must have a personal professional connection to medical assistanoe one representative designated by
the Minnesota Rare Disease Advisory Council established under section 25@%8R5nainder to be made up of
health care professionals who are licensed in their éirttihave recognized knowledge in the clinically appropriate
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prescribing, dispensing, and monitoring of covered outpatient driviggmbers of the Formulary Committee shall
not be employed by the Department of Human Services, but the committee shalldzk tsadih employee of the
department who shall serve as an ex officio, nonvoting member of the committee department's medical
director shall also serve as an ex officio, nonvoting member for the comm@@emittee members shall serve
threeyear tems and may be reappointed by the commissioiée Formulary Committee shall meet at lemste
onceper year The commissioner may require more frequent Formulary Committee meetings as. néeded
honorarium of $100 per meeting and reimbursement fdeapé shall be paid to each committee member in
attendance Notwithstanding section 15.059, subdivisiontlte Formulary CommitteexpiresJune-30,-202es

not expire

Sec.14. Minnesota Statutes 2022, section 256B.0625, subdivision 18mesded to read:

Subd.13e Payment rates (a) The basis for determining the amount of payment shall be the lower of the
ingredient costs of the drugs plus the professional dispensing fee; or the usual and customary price charged to the
public. The usal and customary price means the lowest price charged by the provider to a patient who pays for the
prescription by cash, check, or charge account and includes prices the pharmacy charges to a patient enrolled in a
prescription savings club or prescriptigiscount club administered by the pharmacy or pharmacy .ch@ie
amount of payment basis must be reduced to reflect all discount amounts applied to the charge byaryythird
provider/insurer agreement or contract for submitted chargesettical assistance program3he net submitted
charge may not be greater than the patient liability for the serVibe professional dispensing fee shall be $10.77
for prescriptions filled with legend drugs meeting the definition of "covered outpatiegs” according to United
States Code, title 42, section 138Kk)(2). The dispensing fee for intravenous solutions that must be compounded
by the pharmacist shall be $10.77 per clairfhe professional dispensing fee for prescriptions filled with
overthe-counter drugs meeting the definition of covered outpatient drugs shall be $10.77 for dispensed quantities
equal to or greater than the number of units contained in the manufacturer's original pathagerofessional
dispensing fee shall be proratedsed on the percentage of the package dispensed when the pharmacy dispenses a
gquantity less than the number of units contained in the manufacturer's original packaggharmacy dispensing
fee for prescribed ovehe-counter drugs not meeting the détiion of covered outpatient drugs shall be $3.65 for
guantities equal to or greater than the number of units contained in the manufacturer's original package and shall be
prorated based on the percentage of the package dispensed when the pharmacy dispamiig less than the
number of units contained in the manufacturer's original packadge National Average Drug Acquisition Cost
(NADAC) shall be used to determine the ingredient cost of a.dfay drugs for which a NADAC is not reported,
the comnissioner shall estimate the ingredient cost at the wholesale acquisition cost minus two. p&reent
ingredient cost of a drug for a provider participating in the federal 340B Drug Pricing Program shall be either the
340B Drug Pricing Program ceiling peicestablished by the Health Resources and Services Administration or
NADAC, whichever is lower Wholesale acquisition cost is defined as the manufacturer's list price for a drug or
biological to wholesalers or direct purchasers in the United Statesnciotling prompt pay or other discounts,
rebates, or reductions in price, for the most recent month for which information is available, as reported in wholesale
price guides or other publications of drug or biological pricing.d@tee maximum allowable &b of a multisource
drug may be set by the commissioner and it shall be comparable to the actual acquisition cost of the drug product
and no higher than the NADAC of the generic produgstablishment of the amount of payment for drugs shall not
be subjetto the requirements of the Administrative Procedure Act.

(b) Pharmacies dispensing prescriptions to residents oft&rng care facilities using an automated drug
distribution system meeting the requirements of section 151.58, or a packaging systémy theepackaging
standards set forth in Minnesota Rules, part 6800.2700, that govern the return of unused drugs to the pharmacy for
reuse, may employ retrospective billing for prescription drugs dispensed tdelongcare facility residents A
retrospetively billing pharmacy must submit a claim only for the quantity of medication used by the enrolled
recipient during the defined billing periodA retrospectively billing pharmacy must use a billing period not less
than one calendar month or 30 days.
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(c) A pharmacy provider using packaging that meets the standards set forth in Minnesota Rules, part 6800.2700,
is required to credit the department for the actual acquisition cost of all unused drugs that are eligible for reuse,
unless the pharmacy is usingtnospective biling The commissioner may permit the drug clozapine to be
dispensed in a quantity that is less than-a&@ supply.

(d) If a pharmacy dispenses a multisource drug, the ingredient cost shall be the NADAC of the generic product
or the maimum allowable cost established by the commissioner unless prior authorization for the brand name
product has been granted according to the criteria established by the Drug Formulary Committee as required by
subdivision 13f, paragraph (a), and the presertias indicated "dispense as written" on the prescription in a manner
consistent with section 151.21, subdivision 2.

(e) The basis for determining the amount of payment for drugs administered in an outpatient setting shall be the
lower of the usual andustomary cost submitted by the provider, 106 percent of the average sales price as
determined by the United States Department of Health and Human Services pursuant to title XVIII, section 1847a of
the federal Social Security Act, the specialty pharmace, rat the maximum allowable cost set by the
commissioner If average sales price is unavailable, the amount of payment must be lower of the usual and
customary cost submitted by the provider, the wholesale acquisition cost, the specialty pharmacythate, or
maximum allowable cost set by the commission&he commissioner shall discount the payment rate for drugs
obtained through the federal 340B Drug Pricing Program by 28.6 pertaetpayment for drugs administered in
an outpatient setting shall beade to the administering facility or practitioneA retail or specialty pharmacy
dispensing a drug for administration in an outpatient setting is not eligible for direct reimbursement.

(f) The commissioner may establish maximum allowable cost ratespimialty pharmacy products that are
lower than the ingredient cost formulas specified in paragraph Tag commissioner may require individuals
enrolled in the health care programs administered by the department to obtain specialty pharmacy pnoducts fro
providers with whom the commissioner has negotiated lower reimbursement3ptasalty pharmacy products are
defined as those used by a small number of recipients or recipients with complex and chronic diseases that require
expensive and challengingud) regimens Examples of these conditions include, but are not limitednadtiple
sclerosis, HIV/AIDS, transplantation, hepatitis C, growth hormone deficiency, Crohn's Disease, rheumatoid arthritis,
and certain forms of cancer Specialty pharmaceutit products include injectable and infusion therapies,
biotechnology drugs, antihemophilic factor products, tight therapies, and therapies that require complex care
The commissioner shall consult with the Formulary Committee to develop a list éélgpebarmacy products
subject to maximum allowable cost reimbursementconsulting with the Formulary Committee in developing this
list, the commissioner shall take into consideration the population served by specialty pharmacy products, the
current elivery system and standard of care in the state, and access to careTiguesmmissioner shall have the
discretion to adjust the maximum allowable cost to prevent access to care issues.

(g) Home infusion therapy services provided by home infusi@magly pharmacies must be paid at rates
according to subdivision 8d.

(h) The commissioner shall contract with a vendor to conduct a cost of dispensing survey for all pharmacies that
are physically located in the state of Minnesota that dispense outpditiey® under medical assistanc&he
commissioner shall ensure that the vendor has prior experience in conducting cost of dispensing Eateys
pharmacy enrolled with the department to dispense outpatient prescription drugdaesiEeice members ust
respond to the cost of dispensing surv@ihe commissioner may sanction a pharmacy under section 256B.064 for
failure to respond The commissioner shall require the vendor to measure a single statewide cost of dispensing for
specialty prescription dgs and a single statewide cost of dispensing for nonspecialty prescription drugs for all
responding pharmacies to measure the mean, mean weighted by total prescription volume, mean weighted by
medical assistance prescription volume, median, median wdidhtetotal prescription volume, and median
weighted by total medical assistance prescription volufifee commissioner shall post a copy of the final cost of
dispensing survey report on the department's webshe initial survey must be completed neelathan January 1,
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2021, and repeated every three yeaffie commissioner shall provide a summary of the results of each cost of
dispensing survey and provide recommendations for any changes to the dispensing fee to the chairs and ranking
members of the elgislative committees with jurisdiction over medical assistance pharmacy reimbursement
Notwithstanding section 256.01, subdivision 42, this paragraph does not expire.

(i) The commissioner shall increase the ingredient cost reimbursealeuntated in paragraphs (a) and (f) by 1.8
percent for prescription and nonprescription drugs subject to the wholesale drug distributor tax under section 295.52.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.15. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision to read:

Subd.13k Value-based purchasing arrangements (a) The commissioner may enter into a vabhased
purchasing arrangement under medical assistance or MinnesotaQangritten arrangement with a drug
manufacturer based on agragubn metrics The commissioner may contract with a vendor to implement and
administer the valubased purchasing arrangeme#t valuebased purchasing arrangement may include but is not
limited to rebates, discounts, price reductions, risk sharing, reimbursements, guarantees, shared savings payments,
withholds, or bonusesA valuebased purchasing arrangement must provide at least the same value or discount in
the aggregate as would claimitie mandatory federal drug rebate under the Federal Social Security Act, section 1927.

(b) Nothing in this section shall be interpreted as requiring a drug manufacturer or the commissioner to enter into
an arrangement as described in paragraph (a)

(c) Nothing in this section shall be interpreted as altering or modifying medical assistance coverage requirements
under the federal Social Security Act, section 1927

(d) If the commissioner determines that a state plan amendment is necessary for itapiemédrefore
implementing a valudased purchasing arrangement, the commissioner shall request the amendment and may delay
implementing this provision until the amendment is approved.

EFFECTIVE DATE . This section is effective July 1, 2023.

Sec.16. Minnesota Statutes 2022, section 256B.0625, subdivision 16, is amended to read:

Subd.16. Abortion services Medical assistance covers abortion servidrgonly-if one-of-thefollowing
conditions-is-met:determined to be medically necessary by thetitregprovider and delivered in accordance with
all applicable Minnesota laws.

- he victim is
de-withi ours after

alid law

EFFECTIVE DATE . Thissection is effective the day following final enactment.
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Sec.17. Minnesota Statutes 2022, section 256B.0625, subdivision 22, is amended to read:

Subd.22. Hospice care Medical assistance covers hospice care services under Public LaW298ection
9505, to the extent authorized by rule, except that a recipient age 21 or under who elects to receive hospice services
does not waive coverage for services that are related to the treatment of the condition for which a diagnosis of
terminal illness has beanade Hospice respite and eral-life care under subdivision 22a are not hospice care
services under this subdivision.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.18 Minnesota Statutes 2022, section 256B.0625, is amended by adslifglivision to read:

Subd.22a Residential hospice facility; hospice respite and endf-life care for children. (a) Medical
assistance covers hospice respite anddadlifle care if the care is for recipients age 21 or under who elect to receive
hogice care delivered in a facility that is licensed under sections 144A.75 to 144A.755 and that is a residential
hospice facility under section 144A.75, subdivision 13, paragraphHa3$pice care services under subdivision 22
are not hospice respite orceaf-life care under this subdivision

(b) The payment rates for coverage under this subdivision must be 100 percent of the Medicare rate for
continuous home care hospice services as published in the Centers for Medicare and Medicaid Serviceshnnual fin
rule updating payments and policies for hospice .cafbe commissioner must seek to obtain federal financial
participation for payment for hospice respite and-efilife care under this subdivisionPayment must be made
using stateonly money, if fe@ral financial participation is not obtaineBayment for hospice respite and afdife
care must be paid to the residential hospice facility and are not included in any limit or cap amount applicable to
hospice services payments to the elected hospicdces provider.

(c) Certification of the residential hospice facility by the federal Medicare program must not be a requirement of
medical assistance payment for hospice respite andfelifd care under this subdivision.

EFFECTIVE DATE . This sectim is effective January 1, 2024.

Sec.19. Minnesota Statutes 2022, section 256B.0625, subdivision 28b, is amended to read:

Subd.28h. Doula services Medical assistance covers doula services provided by a certified doula as defined in
section 148.995, subdivision 2, of the mother's choicEBor purposes of this section, "doula services" means
childbirth education and support services, including emotional and physical support provided during pregnancy,
labor, birth, and postpartunThe commisginer shall enroll doula agencies and individual treating doulas to provide
direct reimbursement.

EFFECTIVE DATE . This section is effective January 1, 2024, or upon federal approval, whichever.is later
The commissioner of human services shall notifyréwisor of statutes when federal approval is obtained.

Sec.20. Minnesota Statutes 2022, section 256B.0625, subdivision 30, is amended to read:

Subd.30. Other clinic services (a) Medical assistance covers rural health clinic serviegigrally qualified
health center services, nonprofit community health clinic services, and public health clinic seRtcak health
clinic services and federally qualified health center services mean services defined in United States Code, title 42,
section 1396d(a)(2)(B) and (C)Payment for rural health clinic and federally qualified health center services shall
be made according to applicable federal law and regulation.

(b) A federally qualified health center (FQHC) that is beginning initial dmerashall submit an estimate of
budgeted costs and visits for the initial reporting period in the form and detail required by the commigsioner
FQHC that is already in operation shall submit an initial report using actual costs and visits foigheepotting
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period Within 90 days of the end of its reporting period, an FQHC shall submit, in the form and detail required by
the commissioner, a report of its operations, including allowable costs actually incurred for the period and the actual
numbe of visits for services furnished during the period, and other information required by the commissioner
FQHCs that file Medicare cost reports shall provide the commissioner with a copy of the most recent Medicare cost
report filed with the Medicare progm intermediary for the reporting year which support the costs claimed on their
cost report to the state.

(c) In order to continue codiased payment under the medical assistance program according to paragraphs (a)
and (b), an FQHC or rural health clinieust apply for designation as an essential community provider within six
months of final adoption of rules by the Department of Health according to section 62Q.19, subdivisionthose
FQHCs and rural health clinics that have applied for essentiaincmity provider status within the smonth time
prescribed, medical assistance payments will continue to be made according to paragraphs (a) and (b) for the first
three years after applicatiorror FQHCs and rural health clinics that either do not apfitlyin the time specified
above or who have had essential community provider status for three years, medical assistance payments for health
services provided by these entities shall be according to the same rates and conditions applicable to th&ceame serv
provided by health care providers that are not FQHCs or rural health clinics.

(d) Effective July 1, 1999, the provisions of paragraph (c) requiring an FQHC or a rural health clinic to make
application for an essential community provider designatiarder to have codtased payments made according to
paragraphs (a) and (b) no longer apply.

(e) Effective January 1, 2000, payments made according to paragraphs (a) and (b) shall be limited to the cost
phaseout schedule of the Balanced Budget Act of .99

(f) Effective January 1, 2001, through December 31, 2020, each FQHC and rural health clinic may elect to be
paid either under the prospective payment system established in United States Code, title 42, section 1396a(aa), or
under an alternative paymemiethodology consistent with the requirements of United States Code, title 42, section
1396a(aa), and approved by the Centers for Medicare and Medicaid Semheeslternative payment methodology
shall be 100 percent of cost as determined accordingetiiddre cost principles.

(g) Effective for services provided on or after January 1, 2021, all claims for payment of clinic services provided
by FQHCs and rural health clinics shall be paid by the commissioner, according to an annual election by the FQHC
or rural health clinic, under the current prospective payment system described in paragraph (f) or the alternative
payment methodology described in paragraphofl) upon federal approval, for FQHCs that are also urban Indian
organizations under Title V a¢fie federal Indian Health Improvement Act, as provided under paragraph (k)

(h) For purposes of this section, "nonprofit community clinic" is a clinic that:
(1) has nonprofit status as specified in chapter 317A,
(2) has tax exempt status as providethternal Revenue Code, section 501(c)(3);

(3) is established to provide health services to-lo@ome population groups, uninsured, higgk and special
needs populations, underserved and other special needs populations;

(4) employs professional sta#ft least ondnalf of which are familiar with the cultural background of their
clients;

(5) charges for services on a sliding fee scale designed to provide assistancenmmiow clients based on
current poverty income guidelines and family size; and

(6) does not restrict access or services because of a client's financial limitations or public assistance status and
provides necost care as needed.
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(i) Effective for services provided on or after January 1, 2015, all claims for payment ofselivices provided
by FQHCs and rural health clinics shall be paid by the commissighercommissioner shall determine the most
feasible method for paying claims from the following options:

(1) FQHCs and rural health clinics submit claims directly te tommissioner for payment, and the
commissioner provides claims information for recipients enrolled in a managed care orlzasedypurchasing
plan to the plan, on a regular basis; or

(2) FQHCs and rural health clinics submit claims for recipientsliedrén a managed care or couftgised
purchasing plan to the plan, and those claims are submitted by the plan to the commissioner for payment to the
clinic.

(i) For clinic services provided prior to January 1, 2015, the commissioner shall calculatayamémthly the
proposed managed care supplemental payments to clinics, and clinics shall conduct a timely review of the payment
calculation data in order to finalize all supplemental payments in accordance with federd@ingwssues arising
from a clinc's review must be reported to the commissioner by January 1, Rbh final agreement between the
commissioner and a clinic on issues identified under this subdivision, and in accordance with United States Code,
title 42, section 1396a(bb), neupplemental payments for managed care plan or cdastyd purchasing plan
claims for services provided prior to January 1, 2015, shall be made after June 30lf2B&Zommissioner and
clinics are unable to resolve issues under this subdivisionpdahees shall submit the dispute to the arbitration
process under section 14.57.

(k) The commissioner shall establish encounter payment rate that is equivalent to the all inclusive rate (AIR)
payment established by the Indian Health Service and published in the Federal R&histencounter rate must be
updated annually and must reflect the changes in the AlRlisk&dh by the Indian Health Service each calendar
year FQHCs that are also urban Indian organizations under Title V of the federal Indian Health Improvement Act
may elect to be paid(1) at the encounter rate established under this paragraph; (2)tbhadsternative payment
methodology described in paragraph (1); or (3) under the federally required prospective payment system described in
paragraph (f) FQHCs that elect to be paid at the encounter rate established under this paragraph must continue to
meet all state and federal requirements related to FQHCs and urban Indian organizations and must maintain their
statuses as FOHCs and urban Indian organizations.

() All claims for payment of clinic services provided by FQHCs and rural health clinicshdkia elected to be
paid under this paragraph, shall be paid by the commissioner according to the following requirements:

(1) the commissioner shall establish a single medical and single dental organization encounter rate for each
FQHC and rural healthinic when applicable;

(2) each FQHC and rural health clinic is eligible for same day reimbursement of one medical and one dental
organization encounter rate if eligible medical and dental visits are provided on the same day;

(3) the commissioner shaleimburse FQHCs and rural health clinics, in accordance with current applicable
Medicare cost principles, their allowable costs, including direct patient care costs and-rpkttedt support
services Nonallowable costs include, but are not limited to:

(i) general social services and administrative costs;

(i) retail pharmacy;
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(i) patient incentives, food, housing assistance, and utility assistance;

(iv) external lab andxay;

(v) navigation services;

(vi) health care taxes;

(vii) advertising, public relations, and marketing;

(viii) office entertainment costs, food, alcohol, and gifts;

(ix) contributions and donations;

(X) bad debts or losses on awards or contracts;

(xi) fines, penalties, damages, or other settlements;

(xii) fundraising, investment management, and associated administrative costs;

(xiii) research and associated administrative costs;

(xiv) nonpaid workers;

(xv) lobbying;

(xvi) scholarships and student aid; and

(xvii) nonmedical assistance covered services;

(4) the commissioner shall review the list of nonallowable costs in the years between the rebasing process
established in clause (5), in consultation with the Minnesota Association of Community Health Centers, FQHCs,
and rural health clinics The commissiner shall publish the list and any updates in the Minnesota health care

programs provider manual,

(5) the initial applicable base year organization encounter rates for FQHCs and rural health clinics shall be
computed for services delivered on or afterutay 1, 2021, and:

(i) must be determined using each FQHC's and rural health clinic's Medicare cost reports from 2017 and 2018;

(i) must be according to current applicable Medicare cost principles as applicable to FQHCs and rural health
clinics without the application of productivity screens and upper payment limits or the Medicare prospective
payment system FQHC aggregate mean upper payment limit;

(iii) must be subsequently rebased every two years thereafter using the Medicare cost reyd<tihee and
four years prior to the rebasing yeafears in which organizational cost or claims volume is reduced or altered due
to a pandemic, disease, or other public health emergency shall not be used as part of a base year when the base year
includes more than one yearThe commissioner may use the Medicare cost reports of a year unaffected by a
pandemic, disease, or other public health emergency, or previous two consecutive years, inflated to the base year as
established under item (iv);

(iv) mug be inflated to the base year using the inflation factor described in clause (6); and

(v) the commissioner must provide for a@8y appeals process under section 14.57;
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(6) the commissioner shall annually inflate the applicable organization encouteterfaa FQHCs and rural
health clinics from the base year payment rate to the effective date by using the CMS FQHC Market Basket inflator
established under United States Code, title 42, section 1395m(0), less productivity;

(7) FQHCs and rural health clos that have elected the alternative payment methodology under this paragraph
shall submit all necessary documentation required by the commissioner to compute the rebased organization
encounter rates no later than six months following the date the apgligbdulicare cost reports are due to the
Centers for Medicare and Medicaid Services;

(8) the commissioner shall reimburse FQHCs and rural health clinics an additional amount relative to their
medical and dental organization encounter rates that is adfiileub the tax required to be paid according to section
295.52, if applicable;

(9) FQHCs and rural health clinics may submit change of scope requests to the commissioner if the change of
scope would result in an increase or decrease of 2.5 percent har hiig the medical or dental organization
encounter rate currently received by the FQHC or rural health clinic;

(10) for FQHCs and rural health clinics seeking a change in scope with the commissioner under clause (9) that
requires the approval of the sebphange by the federal Health Resources Services Administration:

(i) FQHCs and rural health clinics shall submit the change of scope request, including the start date of services,
to the commissioner within seven business days of submission of thecbzome to the federal Health Resources
Services Administration;

(i) the commissioner shall establish the effective date of the payment change as the federal Health Resources
Services Administration date of approval of the FQHC's or rural helalib's scope change request, or the effective
start date of services, whichever is later; and

(iii) within 45 days of one year after the effective date established in item (ii), the commissioner shall conduct a
retroactive review to determine if the aat costs established under clause (3) or encounters result in an increase or
decrease of 2.5 percent or higher in the medical or dental organization encounter rate, and if this is the case, the
commissioner shall revise the rate accordingly and shallsagjayments retrospectively to the effective date
established in item (ii);

(11) for change of scope requests that do not require federal Health Resources Services Administration approval,
the FQHC and rural health clinic shall submit the request todhmemissioner before implementing the change, and
the effective date of the change is the date the commissioner received the FQHC's or rural health clinic's request, or
the effective start date of the service, whichever is.latkle commissioner shall prie a response to the FQHC's
or rural health clinic's request within 45 days of submission and provide a final approval within 120 days of
submission This timeline may be waived at the mutual agreement of the commissioner and the FQHC or rural
health clnic if more information is needed to evaluate the request;

(12) the commissioner, when establishing organization encounter rates for new FQHCs and rural health clinics,
shall consider the patient caseload of existing FQHCs and rural health clinics-mite6@dius for organizations
established outside of the sewemunty metropolitan area, and in a-®3@le radius for organizations in the
sevencounty metropolitan arealf this information is not available, the commissioner may use Medicare cost
reportsor audited financial statements to establish base rates;

(13) the commissioner shall establish a quality measures workgroup that includes representatives from the
Minnesota Association of Community Health Centers, FQHCs, and rural health clinics, dateweinical and
nonclinical measures; and
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(14) the commissioner shall not disallow or reduce costs that are related to an FQHC's or rural health clinic's
participation in health care educational programs to the extent that the costs are not accoimtbhd &dternative
payment methodology encounter rate established in this paragraph.

(m) Effective July 1, 2023, an enrolled Indian health service facility or a Tribal health center operating under a
638 contract or compact may elect to also enroll @skml FQHC Requirements that otherwise apply to an FQHC
covered in this subdivision do not apply to a Tribal FQHC enrolled under this paragraph, except that any
requirements necessary to comply with federal regulations do apply to a Tribal. FDiCcanmissioner shall
establish an alternative payment method for a Tribal FQHC enrolled under this paragraph that uses the same method
and rates applicable to a Tribal facility or health center that does not enroll as a Tribal FQHC.

EFFECTIVE DATE . This sedbn is effective January 1, 2026, or upon federal approval, whichever is later,
except that paragraph (m) is effective July 1, 20PBe commissioner of human services shall notify the revisor of
statutes when federal approval is obtained.

Sec.21. Minnesota Statutes 2022, section 256B.0625, subdivision 31, is amended to read:

Subd.31. Medical supplies and equipment (a) Medical assistance covers medical supplies and equipment
Separate payment outside of the facility's payment rate shall be nmaglecfelchairs and wheelchair accessories for
recipients who are residents of intermediate care facilities for the developmentally disReietbursement for
wheelchairs and wheelchair accessories for ICF/DD recipients shall be subject to the sanmsamditlimitations
as coverage for recipients who do not reside in institutioAswheelchair purchased outside of the facility's
payment rate is the property of the recipient.

(b) Vendors of durable medical equipment, prosthetics, orthotics, or medjmalies must enroll as a Medicare
provider.

(c) When necessary to ensure access to durable medical equipment, prosthetics, orthotics, or medical supplies,
the commissioner may exempt a vendor from the Medicare enroliment requirement if:

(1) thevendor supplies only one type of durable medical equipment, prosthetic, orthotic, or medical supply;
(2) the vendor serves ten or fewer medical assistance recipients per year;

(3) the commissioner finds that other vendors are not availabfgotade same or similar durable medical
equipment, prosthetics, orthotics, or medical supplies; and

(4) the vendor complies with all screening requirements in this chapter and Code of Federal Regulations, title 42,
part 455 The commissioner may also empt a vendor from the Medicare enrollment requirement if the vendor is
accredited by a Centers for Medicare and Medicaid Services approved national accreditation organization as
complying with the Medicare program's supplier and quality standards ancertdervserves primarily pediatric
patients.

(d) Durable medical equipment means a device or equipment that:
(1) can withstand repeated use;
(2) is generally not useful in the absence of an illness, injury, or disability; and

(3) is provided to correctroaccommodate a physiological disorder or physical condition or is generally used
primarily for a medical purpose.

(e) Electronic tablets may be considered durable medical equipment if the electronic tablet will be used as an
augmentative and alternaticemmunication system as defined under subdivision 31a, paragrapfo(ag covered
by medical assistance, the device must be locked in order to prevent use not related to communication.
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() Notwithstanding the requirement in paragraph (e) that an efécttablet must be locked to prevent use not
as an augmentative communication device, a recipient of waiver services may use an electronic tablet for a use not
related to communication when the recipient has been authorized under the waiver to receiveaneeadditional
applications that can be loaded onto the electronic tablet, such that allowing the additional use prevents the purchase
of a separate electronic tablet with waiver funds.

(9) An order or prescription for medical supplies, equipmenappiiances must meet the requirements in Code
of Federal Regulations, title 42, part 440.70.

(h) Allergenreducing products provided according to subdivision 67, paragraph (c) or (d), shall be considered
durable medical equipment.

(i) Seizure detectionaVices are covered as durable medical equipment under this subdivision if:

(1) the seizure detection device is medically appropriate based on the recipient's medical condition or status; and

(2) the recipient's health care provider lmntified that a seizure detection device would:

(i) likely assist in reducing bodily harm to or death of the recipient as a result of the recipient experiencing a
seizure; or

(i) provide data to the health care provider necessary to appropriatehod@agr treat a health condition of the
recipient that causes the seizure activity.

() _For the purposes of paragraph (i), "seizure detection device" means a United States Food and Drug
Administrationapproved monitoring device and related service orgigign supporting the prescribed use of the
device, including technology that provides ongoing patient monitoring and alert services that detect seizure activity
and transmit notification of the seizure activity to a caregiver for appropriate medmpahsesor collects data of the
seizure activity of the recipient that can be used by a health care provider to diagnose or appropriately treat a health
care condition that causes the seizure activifhe medical assistance reimbursement rate for a spbeori
supporting the prescribed use of a seizure detection device is 60 percent of the rate for monthly remote monitoring
under the medical assistance telemonitoring benefit.

EFFECTIVE DATE . This section is effective January 1, 2024, or upon federabaphbrwhichever is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.22. Minnesota Statutes 2022, section 256B.0625, subdivision 34, is amended to read:

Subd.34. Indian health services facilities (&) Medical assistance payments and MinnesotaCare payments to
facilities of the Indian health service and facilities operated by a tribe or tribal organization under funding authorized
by United States Code, title 25, sections 450f to 480rtitle 11l of the Indian SelDetermination and Education
Assistance Act, Public Law 93838, for enrollees who are eligible for federal financial participation, shall be at the
option of the facility in accordance with the rate published by the USitatks Assistant Secretary for Health under
the authority of United States Code, title 42, sections 248(a) and 24®iipphesotaCare payments for enrollees
who are not eligible for federal financial participation at facilities of the Indian health sendctacilities operated
by a tribe or tribal organization for the provision of outpatient medical services must be in accordance with the
medical assistance rates paid for the same services when provided in a facility other than a facility of the Indian
health service or a facility operated by a tribe or tribal organization.

EFFECTIVE DATE . This section is effective January 1, 2026, or upon federal approval, whichever.is later

The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.
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Sec.23. Minnesota Statutes 202%ection 256B.0625, is amended by adding a subdivision to read:

Subd.68. Tobacco and nicotine cessatian (a) Medical assistance covers tobacco and nicotine cessation
services, drugs to treat tobacco and nicotine addiction or dependence, and drugsniivielals discontinue use
of tobacco and nicotine productMedical assistance must cover services and drugs as provided in this subdivision
consistent with evideneleased or evidenemformed best practices.

(b) Medical assistance must covesperson individual and group tobacco and nicotine cessation education and
counseling services if provided by a health care practitioner whose scope of practice encompasses tobacco and
nicotine cessation education and counseliigrvice providers inclugbut are not limited to the following:

(1) mental health practitioners under section 245.462, subdivision 17;

(2) mental health professionals under section 245.462, subdivision 18;

(3) mental health certified peer specialists under section 256B.0615;

(4) alcohol and drug counselors licensed under chapter 148F;

(5) recovery peers as defined in section 245F.02, subdivision 21;

(6) certified tobacco treatment specialists;

(7) community health workers;

(8) physicians;

(9) physician assistants;

(10) alvanced practice registered nurses; or

(11) other licensed or nonlicensed professionals or paraprofessionals with training in providing tobacco and
nicotine cessation education and counseling services.

(c) Medical assistance covers telephone cessatiamseting services provided through a quitline
Notwithstanding section 256B.0625, subdivision 3b, quitline services may be provided througkordudio
communications The commissioner of human services may utilize volume purchasing for quitline services
consistent with section 256B.04, subdivision 14.

(d) Medical assistance must cover all prescription and-thecounter pharmacotherapy drugs approved by the
United States Food and Drug Administration for cessation of tobacco and nicotinetrestroent of tobacco and
nicotine dependence, and that are subject to a Medicaid drug rebate agreement.

(e) Services covered under this subdivision may be provided by telemedicine.

(f) The commissioner must not:

(1) restrict or limit the type, durationr frequency of tobacco and nicotine cessation services;

(2) prohibit the simultaneous use of multiple cessation services, including but not limited to simultaneous use of
counseling and drugs;

(3) require counseling before receiving drugs or as a tiondf receiving drugs;
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(4) limit pharmacotherapy drug dosage amounts for a dosing regimen for treatment of a medically accepted
indication as defined in United States Code, title 14, section I&86(¢6); limit dosing frequency; or impose
duration limis;

(5) prohibit simultaneous use of multiple drugs, including prescription andtioe€ounter drugs;

(6) require or authorize step therapy; or

(7) require or utilize prior authorization for any tobacco and nicotine cessation services and drugsurmlered
this subdivision.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.24. Minnesota Statutes 2022, section 256B.0625, is amended by adding a subdivision to read:

Subd.69. Recuperative care services (a) Medicalassistance covers recuperative care services provided in a
setting that meets the requirements in paragraph (b) for recipients who meet the eligibility requirements in paragraph
(c). For purposes of this subdivision, "recuperative care" means a modakahat prevents hospitalization or that
provides postacute medical care and support services for recipients experiencing homelessness who are too ill or
frail to recover from a physical illness or injury while living in a shelter or are otherwise umhbuseho are not
sick enough to be hospitalized, or remain hospitalized, or to need other levels of care.

(b) Recuperative care may be provided in any setting, including but not limited to homeless shelters, congregate
care settings, singl®om occupang settings, or supportive housing, so long as the provider of recuperative care or
provider of housing is able to provide to the recipient within the designated setting, at a minimum:

(1) 24-hour access to a bed and bathroom;

(2) access to three mealsay;

(3) availability to environmental services;

(4) access to a telephone;

(5) a secure place to store belongings; and

(6) staff available within the setting to provide a wellness check as needed, but at a minimum at least once every
24 hours.

(c) Tobe eligible for this covered service, a recipient must:

(1) be 21 years of age or older;

(2) be experiencing homelessness;

(3) be in need of shaoterm acute medical care for a period of no more than 60 days;

(4) meet clinical criteria, as establishby the commissioner, that indicates that the recipient is in need of
recuperative care; and

(5) not have behavioral health needs that are greater than what can be managed by the provider within the
setting.
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(d) Payment for recuperative care stralhsist of two componentshe first component must be for the services
provided to the member and is a bundled daily per diem payment of at least $300. pEhélagcond component
must be for the facility costs and must be paid using state funds kmive the amount paid as the medical
assistance room and board rate and annual adjustm€héseligibility standards in chapter 2561 shall not apply
The second component is only paid when the first component is paid to a praRideiders may opto only be
reimbursed for the first componenf provider under this subdivision means a recuperative care provider and is
defined by the standards established by the National Institute for Medical RespiteSeaviees provided within
the bundled paynm may include but are not limited to:

(1) basic nursing care, including:

(i) monitoring a patient's physical health and pain level;

(ii) providing wound care;

(iii) medication support;

(iv) patient education;

(v) immunization review and update; and

(vi) establishing clinical goals for the recuperative care period and discharge plan;

(2) care coordination, including:

(i) initial assessment of medical, behavioral, and social needs;

(ii) development of a care plan;

(iii) support and referral assice for legal services, housing, community social services, case management,
health care benefits, health and other eligible benefits, and transportation needs and services; and

(iv) monitoring and followup to ensure that the care plan is effectiveiplemented to address the medical,
behavioral, and social needs;

(3) basic behavioral needs, including counseling and peer support, that can be provided in this recuperative care
setting; and

(4) services provided by a community health workedefshed under subdivision 49.

(e) Before a recipient is discharged from a recuperative care setting, the provider must ensure that the recipient's
acute medical condition is stabilized or that the recipient is being discharged to a setting that isnegiettat

recipient's needs.

(f) If a recipient is temporarily absent due to an admission at a residential behavioral health facility, inpatient
hospital, or nursing facility for a period of time exceeding the limits described in paragraph (d), the magnc
request in a format prescribed by the commissioner an absence day limit exception to continue payments until the
recipient is discharged.
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(a) The commissioner shall submit an initial report to the chairs and ranking minority members of the legislativ
committees with jurisdiction over health and human services finance and policy by February 1, 2025, and a final
report by February 1, 2027, on coverage of recuperative care services. The reports must include but are not limited to:

(1) a list of the reuperative care services in Minnesota and the number of recipients;

(2) the estimated return on investment, including health care savings due to reduced hospitalizations;

(3) follow-up information, if available, on whether recipients' hospital visitse#sed since recuperative care
services were provided compared to before the services were provided; and

(4) any other information that can be used to determine the effectiveness of the program and its funding,
including recommendations for improvemerdgtie program.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.25. Minnesota Statutes 2022, section 256B.196, subdivision 2, is amended to read:

Subd.2. Commissioner's duties (a) For the purposes of this subdivision and subdiviSiathe commissioner
shall determine the fef@r-service outpatient hospital services upper payment limit for nonstate government
hospitals The commissioner shall then determine the amount of a supplemental payment to Hennepin County
Medical Center and €yions Hospital for these services that would increase medical assistance spending in this
category to the aggregate upper payment limit for all nonstate government hospitals in Minfresaéking this
determination, the commissioner shall allot theilatée increases between Hennepin County Medical Center and
Regions Hospital based on the ratio of medical assistanderfservice outpatient hospital payments to the two
facilities. The commissioner shall adjust this allotment as necessary basedeval fapprovals, the amount of
intergovernmental transfers received from Hennepin and Ramsey Counties, and other factors, in order to maximize
the additional total payment3he commissioner shall inform Hennepin County and Ramsey County of the periodic
intergovernmental transfers necessary to match federal Medicaid payments available under this subdivision in order
to make supplementary medical assistance payments to Hennepin County Medical Center and Regions Hospital
equal to an amount that when combingilh existing medical assistance payments to nonstate governmental
hospitals would increase total payments to hospitals in this category for outpatient services to the aggregate upper
payment limit for all hospitals in this category in Minnesotédpon reeipt of these periodic transfers, the
commissioner shall make supplementary payments to Hennepin County Medical Center and Regions Hospital.

(b) For the purposes of this subdivision and subdivision 3, the commissioner shall determine an upper payment
limit for physicians and other billing professionals affiliated with Hennepin County Medical Center and with
Regions Hospital The upper payment limit shall be based on the average commercial rate or be determined using
another method acceptable to the Cenfer Medicare and Medicaid ServiceIhe commissioner shall inform
Hennepin County and Ramsey County of the periodic intergovernmental transfers necessary to match the federal
Medicaid payments available under this subdivision in order to make suppéeyneayments to physicians and
other billing professionals affiliated with Hennepin County Medical Center and to make supplementary payments to
physicians and other billing professionals affiliated with Regions Hospital through HealthPartners Medigal Grou
equal to the difference between the established medical assistance payment for physician and other billing
professional services and the upper payment.litdjpon receipt of these periodic transfers, the commissioner shall
make supplementary payments physicians and other billing professionals affiliated with Hennepin County
Medical Center and shall make supplementary payments to physicians and other billing professionals affiliated with
Regions Hospital through HealthPartners Medical Group.

(c) Beginning January 1, 2010, Ramsey County may make monthly voluntary intergovernmental transfers to the
commissioner in amounts not to exceed $6,000,000 per. y&ae commissioner shall increase the medical
assistance capitation payments to any licensattthplan under contract with the medical assistance program that
agrees to make enhanced payments to Regions Hospit&l increase shall be in an amount equal to the annual
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value of the monthly transfers plus federal financial participation, with eaalhhplan receiving its pro rata share

of the increase based on the pro rata share of medical assistance admissions to Regions Hospital by.tlrmse plans

the purposes of this paragraph, "the base amount" means the total annual value of increaskdssistioae
capitation payments, including the voluntary intergovernmental transfers, under this paragraph in calendar year
2017 For managed care contracts beginning on or after January 1, 2018, the commissioner shall reduce the total
annual value of ioreased medical assistance capitation payments under this paragraph by an amount equal to ten
percent of the base amount, and by an additional ten percent of the base amount for each subsequent contract year
until December 31, 2028Jpon the request of ghcommissioner, health plans shall submit individeaél cost data

for verification purposes The commissioner may ratably reduce these payments on a pro rata basis in order to
satisfy federal requirements for actuarial soundnest payments are reded, transfers shall be reduced
accordingly Any licensed health plan that receives increased medical assistance capitation payments under the
intergovernmental transfer described in this paragraph shall increase its medical assistance payments to Regions
Hospital by the same amount as the increased payments received in the capitation payment described in this
paragraph This paragraph expires January 1, 2026.

(d) For the purposes of this subdivision and subdivision 3, the commissioner shall deteruiperapayment
limit for ambulance services affiliated with Hennepin County Medical Center and the ci§t.B&aul, and
ambulance services owned and operated by another governmental entity that chooses to participate by requesting the
commissioner to determine an upper payment limfthe upper payment limit shall be based on the average
commercial rate or be determined using another method acceptable to the Centers for Medicare and Medicaid
Services The commissioner shall inform Hespin County, the city ofSt.Paul, and other participating
governmental entities of the periodic intergovernmental transfers necessary to match the federal Medicaid payments
available under this subdivision in order to make supplementary payments to HHeGoapty Medical Center, the
city of St. Paul, and other participating governmental entities equal to the difference between the established medical
assistance payment for ambulance services and the upper paymentpuit receipt of these periodic thsfers,
the commissioner shall make supplementary payments to Hennepin County Medical Center, tHet.ésubf and
other participating governmental entitied tribal government that owns and operates an ambulance service is not
eligible to participge under this subdivision.

(e) For the purposes of this subdivision and subdivision 3, the commissioner shall determine an upper payment
limit for physicians, dentists, and other billing professionals affiliated with the University of Minnesota and
University of Minnesota PhysiciansThe upper payment limit shall be based on the average commercial rate or be
determined using another method acceptable to the Centers for Medicare and Medicaid. Sereicesnmissioner
shall inform the University of Minneta Medical School and University of Minnesota School of Dentistry of the
periodic intergovernmental transfers necessary to match the federal Medicaid payments available under this
subdivision in order to make supplementary payments to physicians, deatidtsother billing professionals
affiliated with the University of Minnesota and the University of Minnesota Physicians equal to the difference
between the established medical assistance payment for physician, dentist, and other billing professtasal servi
and the upper payment limitUpon receipt of these periodic transfers, the commissioner shall make supplementary
payments to physicians, dentists, and other billing professionals affiliated with the University of Minnesota and the
University of Minnesta Physicians.

() The commissioner shall inform the transferring governmental entities on an ongoing basis of the need for any
changes needed in the intergovernmental transfers in order to continue the payments under paragraphs (a) to (e), at
their maxmum level, including increases in upper payment limits, changes in the federal Medicaid match, and other
factors.

(g) The payments in paragraphs (a) to (e) shall be implemented independently of each other, subject to federal
approval and to the receipt wénsfers under subdivision 3.

(h) All of the data and funding transactions related to the payments in paragraphs (a) to (e) shall be between the
commissioner and the governmental entitide commissioner shall not make payments to governmentakentiti
eligible to receive payments described in paragraphs (a) to (e) that fail to submit the data needed to compute the
payments within 24 months of the initial request from the commissioner.
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(i) For purposes of this subdivision, billing professionals arétdid to physicians, nurse practitioners, nurse
midwives, clinical nurse specialists, physician assistants, anesthesiologists, certified registered nurse anesthetists,
dentists, dental hygienists, and dental therapists.

EFFECTIVE DATE . This section is d&ctive July 1, 2023.

Sec.26. Minnesota Statutes 2022, section 256B.69, subdivision 5a, is amended to read:

Subd.5a Managed care contracts (a) Managed care contracts under this section and section 256L.12 shall be
entered into or renewed on a calar year basisThe commissioner may issue separate contracts with requirements
specific to services to medical assistance recipients age 65 and older.

(b) A prepaid health plan providing covered health services for eligible persons pursclaapters 256B and
256L is responsible for complying with the terms of its contract with the commissiBeguirements applicable to
managed care programs under chapters 256B and 256L established after the effective date of a contract with the
commissionetake effect when the contract is next issued or renewed.

(c) The commissioner shall withhold five percent of managed care plan payments under this section and
countybased purchasing plan payments under section 256B.692 for the prepaid medical agsistaam pending
completion of performance targetsEach performance target must be quantifiable, objective, measurable, and
reasonably attainable, except in the case of a performance target based on a federal or state .|a@riterialéor
assessnmd of each performance target must be outlined in writing prior to the contract effectiveGlimieal or
utilization performance targets and their related criteria must consider evidaseg research and reasonable
interventions when available or digable to the populations served, and must be developed with input from
external clinical experts and stakeholders, including managed care plans,-lwasedy purchasing plans, and
providers The managed care or coustigsed purchasing plan must demaatstrto the commissioner's satisfaction,
that the data submitted regarding attainment of the performance target is acclhetecommissioner shall
periodically change the administrative measures used as performance targets in order to improve ptemeerfor
across a broader range of administrative servicése performance targets must include measurement of plan
efforts to contain spending on health care services and administrative activitiescommissioner may adopt
plan-specific performance taets that take into account factors affecting only one plan, including characteristics of
the plan's enrollee populatioriThe withheld funds must be returned no sooner than July of the following year if
performance targets in the contract are achievElde commissioner may exclude special demonstration projects
under subdivision 23.

(d) The commissioner shall require that managed care plans:

(1) use the assessment and authorization processes, forms, timelines, standards, documentation, and data
reportng requirements, protocols, billing processes, and policies consistent with medical assistéoesefeice
or the Department of Human Services contract requirements for all personal care assistance services under section
256B.0659 and community firsesvices and supports under section 256B.85; and

(2) by January 30 of each year that follows a rate increase for any aspect of services under section 256B.0659 or
256B.85, inform the commissioner and the chairs and ranking minority members of the \egatimittees with
jurisdiction over rates determined under section 256B.851 of the amount of the rate increase that is paid to each
personal care assistance provider agency with which the plan has a contract.
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) (e) Effective for services rendered on or after January 1, 2013, through December 31, 2013, the
commissioner shall withhold 4.5 percent of managed care plan payments under this section anbdasednty
purchasing plan payments under sec266B.692 for the prepaid medical assistance prograhe withheld funds
must be returned no sooner than July 1 and no later than July 31 of the followingTyxeacommissioner may
exclude special demonstration projects under subdivision 23.

&) (f) Effective for services rendered on or after January 1, 2014, the commissioner shall withhold three percent
of managed care plan payments under this section and eoas#gl purchasing plan payments under section
256B.692 for the prepaid medical assistanceym The withheld funds must be returned no sooner than July 1
and no later than July 31 of the following yeafhe commissioner may exclude special demonstration projects
under subdivision 23.

& (@) A managed care plan or a coufigsed purchasinggn under section 256B.692 may include as admitted
assets under section 62D.044 any amount withheld under this section that is reasonably expected to be returned.

g (h) Contracts between the commissioner and a prepaid health plan are exempt fromasgidesand
preference provisions of section 16C.16, subdivisions 6, paragraph (a), and 7.

& (i) The return of the withhold under paragraphs (h) and (i) is not subject to the requirements of paragraph (c).

) () Managed care plans ambuntybased purchasing plans shall maintain current and fully executed
agreements for all subcontractors, including bargaining groups, for administrative services that are expensed to the
state's public health care program$&ubcontractor agreements deted to be material, as defined by the
commissioner after taking into account state contracting and relevant statutory requirements, must be in the form of
a written instrument or electronic document containing the elements of offer, acceptance, athors;deyment
terms, scope, duration of the contract, and how the subcontractor services relate to state public health care programs
Upon request, the commissioner shall have access to all subcontractor documentation under this. pioabiagh
in this paragraph shall allow release of information that is nonpublic data pursuant to section 13.02.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.27. Minnesota Statutes 2022, section 256B.76, subdivision 1, is amended to read:

Subdivigon 1. Physician reimbursement (a) Effective for services rendered on or after October 1, 1992, the
commissioner shall make payments for physician services as follows:

(1) payment for level one Centers for Medicare and Medicaid Services' common pabceding system codes
titted "office and other outpatient services," "preventive medicine new and established patient,” "delivery,
antepartum, and postpartum care," "critical care," cesarean delivery and pharmacologic management provided to
psychiatric @tients, and level three codes for enhanced services for prenatal high risk, shall be paid at the lower of
(i) submitted charges, or (ii) 25 percent above the rate in effect on June 30, 1992;
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(2) payments for all other services shall be paid atatver of (i) submitted charges, or (i) 15.4 percent above
the rate in effect on June 30, 1992; and

(3) all physician rates shall be converted from the 50th percentile of 1982 to the 50th percentile of 1989, less the
percent in aggregate necessary to edo@ above increases except that payment rates for home health agency
services shall be the rates in effect on September 30, 1992.

(b) Effective for services rendered on or after January 1, 2000, payment rates for physician and professional
services shabe increased by three percent over the rates in effect on December 31, 1999, except for home health
agency and family planning agency servic&be increases in this paragraph shall be implemented January 1, 2000,
for managed care.

(c) Effective for sevices rendered on or after July 1, 2009, payment rates for physician and professional services
shall be reduced by five percent, except that for the period July 1, 2009, through June 30, 2010, payment rates shall
be reduced by 6.5 percent for the medasdistance and general assistance medical care programs, over the rates in
effect on June 30, 2009 his reduction and the reductions in paragraph (d) do not apply to office or other outpatient
visits, preventive medicine visits and family planning vidithed by physicians, advanced practice nurses, or
physician assistants in a family planning agency or in one of the following primary care pragdoesal practice,
general internal medicine, general pediatrics, general geriatrics, and family reedidiis reduction and the
reductions in paragraph (d) do not apply to federally qualified health centers, rural health centers, and Indian health
services Effective October 1, 2009, payments made to managed care plans andhlmmedypurchasing plans
under sections 256B.69, 256B.692, and 256L.12 shall reflect the payment reduction described in this paragraph.

(d) Effective for services rendered on or after July 1, 2010, payment rates for physician and professional services
shall be reduced an additidrs@ven percent over the five percent reduction in rates described in paragrapigc)
additional reduction does not apply to physical therapy services, occupational therapy services, and speech
pathology and related services provided on or after Jul2010 This additional reduction does not apply to
physician services billed by a psychiatrist or an advanced practice nurse with a specialty in mentatfiealihe
October 1, 2010, payments made to managed care plans and-basatlypurchasinggns under sections 256B.69,
256B.692, and 256L.12 shall reflect the payment reduction described in this paragraph.

(e) Effective for services rendered on or after September 1, 2011, through June 30, 2013, payment rates for
physician and professional ser@s shall be reduced three percent from the rates in effect on August 31,2041
reduction does not apply to physical therapy services, occupational therapy services, and speech pathology and
related services.

(f) Effective for services rendered an after September 1, 2014, payment rates for physician and professional
services, including physical therapy, occupational therapy, speech pathology, and mental health services shall be
increased by five percent from the rates in effect on August 31,. 20d4calculating this rate increase, the
commissioner shall not include in the base rate for August 31, 2014, the rate increase provided under section
256B.76, subdivision.7 This increase does not apply to federally qualified health centers, rurdi beaters, and
Indian health services Payments made to managed care plans and ctastd purchasing plans shall not be
adjusted to reflect payments under this paragraph.

(g) Effective for services rendered on or after July 1, 2015, payment rateby&icg therapy, occupational
therapy, and speech pathology and related services provided by a hospital meeting the criteria specified in section
62Q.19, subdivision 1, paragraph (a), clause (4), shall be increased by 90 percent from the rates inJeffe@@n
2015 Payments made to managed care plans and ctassd purchasing plans shall not be adjusted to reflect
payments under this paragraph.
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(h) Any ratables effective before July 1, 2015, do not apply to early intedsivgopmental and behavioral
intervention (EIDBI) benefits described in section 256B.0949.

(i) The commissioner may reimburse the cost incurred to pay the Department of Health for metabolic disorder
testing of newborns who are medical assistance recipighen the sample is collected outside of an inpatient
hospital setting or freestanding birth center setting because the newborn was born outside of a hospital setting or
freestanding birth center setting or because it is not medically appropriate ti twlsample during the inpatient

stay for the birth.

Sec.28. Minnesota Statutes 2022, section 256B.76, subdivision 2, is amended to read:

Subd.2. Dental reimbursement (a) Effective for services renderesh-orafterfrom October 1, 1992{o
December 31, 2023e commissioner shall make payments for dental services as follows:

(1) dental services shall be paid at the lower of (i) submitted charges, or (ii) 25 percent above the rate in effect on
June 30, 1992; and

(2) dental rates shall be converted from the 50th percentile of 1982 to the 50th percentile of 1989, less the
percent in aggregate necessary to equal the above increases.

(b) Beginning From October 1, 1999to December 31, 2023he payment for tooth sealantadafluoride
treatments shall be the lower of (1) submitted charge, or (2) 80 percent of median 1997 charges.

(c) Effective for services renderesh-orafterfrom January 1, 2000p December 31, 202payment rates for
dental services shall be increasgdiree percent over the rates in effect on December 31, 1999.

(d) Effective for services providedn—er—afterfrom January 1, 2002to December 31, 202%ayment for
diagnostic examinations and dentalays provided to children under age 21 shall bddier of (1) the submitted
charge, or (2) 85 percent of median 1999 charges.

(e) The increases listed in paragraphs (b) and (c) shall be implemented January 1, 2000, for managed care.

(f) Effective for dental services rendered on or after October 10,281 a stat@perated dental clinic, payment
shall be paid on a reasonable cost basis that is based on the Medicare principles of reimbuidesnpayment
shall be effective for services rendered on or after January 1, 2011, to recipients enmoiethged care plans or
county-based purchasing plans.

(g) Beginning in fiscal year 2011, if the payments to steterated dental clinics in paragraph (f), including state
and federal shares, are less than $1,850,000 per fiscal year, a supplementalystaté pqual to the difference
between the total payments in paragraph (f) and $1,850,000 shall be paid from the general fundperstat:
services for the operation of the dental clinics.
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¢ (h) Effective for services provided on or after January 1, 2022, the commissioner shall exclude from medical
assistance and MinnesotaCare payments for dental services to public heatttmamndnity health clinics the 20
percent increase authorized under Laws 1989, chapter 327, section 5, subdivision 2, paragraph (b).

&) (i) Effective for services providegn-orafterfrom January 1, 20220 December 31, 2028 e commissioner
shall incrase payment rates by 98 percent for all dental servibigis rate increase does not apply to styierated
dental clinics, federally qualified health centers, rural health centers, or Indian health services.

&) () Managed care plans and coubysedourchasing plans shall reimburse providers at a level that is at least
equal to the rate paid under f-service for dental servicedf, for any coverage year, federal approval is not
received for this paragraph, the commissioner must adjust theattc@pitates paid to managed care plans and
countybased purchasing plans for that contract year to reflect the removal of this provi@mtracts between
managed care plans and coubfsed purchasing plans and providers to whom this paragraph appsesltow
recovery of payments from those providers if capitation rates are adjusted in accordance with this paragraph
Payment recoveries must not exceed an amount equal to any increase in rates that results from this fydetsion
any coverage yeafederal approval is not received for this paragraph, the commissioner shall not implement this
paragraph for subsequent coverage years.

(k) Effective for services provided on or after January 1, 2024, payment for dental services must be the lower of
swbmitted charges or the percentile of 2&i®mitted charges from claims paid by the commissioner so that the
total aggregate expenditures does not exceed the total spend as outlined in the applicable paragraphsras to (k)
paragraph does not apply feederally qualified health centers, rural health centers,-stzeated dental clinics, or
Indian health centers.

() Beginning January 1, 2028, and every three years thereafter, the commissioner shall rebase payment rates for
dental services to a perdée of submitted charges for the applicable base year using charge data from claims paid
by the commissioner so that the total aggregate expenditures does not exceed the total spend as outlined in
paragraph (k) plus the change in the Medicare EconondiexItMEI). In 2028, the change in the MEI must be
measured from midyear of 2025 and 20Fb6r each subsequent rebasing, the change in the MEI must be measured
between the years that are one year after the rebasing yEaesbase year used for each hg must be the
calendar year that is two years prior to the effective date of the rebasirggparagraph does not apply to federally
qualified health centers, rural health centers, siptrated dental clinics, or Indian health centers.

EFFECTIVE DA TE. This section is effective January 1, 2024, or upon federal approval, whichever.is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.29. Minnesota Statutes 2022, section 256B.764mended to read:
256B.764 REIMBURSEMENT FOR FAMILY PLANNING SERVICES.
(a) Effective for services rendered on or after July 1, 2007, payment rates for family planning services shall be

increased by 25 percent over the rates in effect Jun208Q7, when these services are provided by a community
clinic as defined in section 145.9268, subdivision 1.
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(b) Effective for services rendered on or after July 1, 2013, payment rates for family planning services shall be
increased by 20 percent over tlaes in effect June 30, 2013, when these services are provided by a community
clinic as defined in section 145.9268, subdivisionThe commissioner shall adjust capitation rates to managed care
and countybased purchasing plans to reflect this increasd, shall require plans to pass on the full amount of the
rate increase to eligible community clinics, in the form of higher payment rates for family planning services.

(c) Effective for services provided on or after January 1, 2024, payment rates figrgimning and abortion
services shall be increased by 20 percéltiis increase does not apply to federally qualified health centers, rural
health centers, or Indian health services.

Sec.30. Minnesota Statutes 2022, section 256L€hfdivision 1, is amended to read:

Subdivision 1 Covered health services (a) "Covered health services" means the health services reimbursed
under chapter 256B, with the exception of special education services, home care nursing services, adualtedental
services other than services covered under section 256B.0625, subdivision 9, orthodontic services, nonemergency
medical transportation services, personal care assistance and case management services, community first services
and supports under sectidB6B.85, behavioral health home services under section 256B.0757, housing stabilization
services under section 256B.051, and nursing home or intermediate care facilities services.

the
esult if the

{e) (b) Covered hed services shall be expanded as provided in this section.

{d&) (c) For the purposes of covered health services under this section, "child" means an individual younger than
19 years of age.

EFFECTIVE DATE . This section is effective the day following firnactment.

Sec.31. Minnesota Statutes 2022, section 256L.03, subdivision 5, is amended to read:

Subd.5. Costsharing. (a) Copayments, coinsurance, and deductibles do not apply to children under the age of
21 and to American Indians as definedCiode of Federal Regulations, title 42, section 600.5.

(b) The commissioneshall must adjust cepayments, coinsurance, and deductibles for covered services in a
manner sufficient to maintain the actuarial value of the benefit to 94 pertleatcostshaing changes described in
this paragraph do not apply to eligible recipients or services exempt frorshaostg under state lawThe
costsharing changes described in this paragraph shall not be implemented prior to January 1, 2016.

(c) The costsharingchanges authorized under paragraph (b) must satisfy the requirements-Birazogy under
the Basic Health Program as set forth in Code of Federal Regulations, title 42, sections 600.510 and 600.520.

(d) Costsharing must not apply to drugs used folbacco and nicotine cessation or to tobacco and nicotine
cessation services covered under section 256B.0625, subdivision 68.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.32. Laws 2021, First Special Session chapter 7, articke@jon 26, is amended to read:

Sec.26. COMMISSIONER OF HUMAN SERVICES; EXTENSION OF COVID -19 HUMAN
SERVICES PROGRAM MODIFICATIONS.
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Notwithstanding Laws 2020, First Special Session chapter 7, section 1, subdivision 2, as amended by Laws
2020, Third Spdal Session chapter 1, section 3, when the peacetime emergency declared by the governor in
response to the COVHR9 outbreak expires, is terminated, or is rescinded by the proper authority, the following
modifications issued by the commissioner of humawises pursuant to Executive Orders-PD and 2012, and
including any amendments to the modification issued before the peacetime emergency expires, shall remain in effect
until July 1,20232025

(1) CV16: expanding access to telemedicine services fhildén's Health Insurance Program, Medical
Assistance, and MinnesotaCare enrollees; and

(2) CVv21: allowing telemedicine alternative for schdwlked mental health services and intermediate school
district mental health services.

Sec.33. REPEALER.

Minnesota Rules, part 9505.023%5repealed the day following final enactment.

ARTICLE 2
HEALTH CARE AFFORDABILITY AND DELIVERY

Section 1 [62J.0411] HEALTH CARE AFFORDABILITY COMMISSION.

Subdivision 1 Definitions. (a) For purposes of sections 620 to 62J.0415, the following terms have the
meanings given.

(b) "Commission" means the Health Care Affordability Commission.

(c) "Commissioner" means the commissioner of health.

(d) "Health care entity" includes but is not limited to clinibespitals, ambulatory surgical centers, physician
organizations, accountable care organizations, integrated provider and plan systemsyasechfyurchasing plans,
and health plan companies.

(e) "Health care provider" or "provider" means a health canéepsional who is licensed or registered by the
state to perform health care services within the provider's scope of practice and in accordance with state law.

(f) "Health plan" means a health plan as defined in section 62A.011, subdivision 3.

(g) "Heath plan company" means a health carrier as defined under section 62A.011, subdivision 2.

(h) "Hospital" means an entity licensed under sections 144.50 to 144.58.

Subd.2. Commission membership (a) The commissioner of health shall establidtealth care affordability
commission that shall consist of the following 15 members:

(1) two members with expertise and experience in advocating on behalf of patients;

(2) two Minnesota residents who are health care consumers, one residing in greagsmoldimnd one residing
in a metropolitan area, one of whom represents an underserved community;

(3) one member representing Indian Tribes;

(4) two members of the business community who purchase health insurance for their employees, one of whom
purchasesoverage in the small group market;
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(5) two members representing public purchasers of health insurance for their employees;

(6) one licensed and certified health care provider employed at a federally qualified health center;

(7) one member representindiealth care entity or urban hospitals;

(8) one member representing rural hospitals;

(9) one member representing health plans;

(10) one member who is an expert in health care financing and administration; and

(11) one member who is an experhigalth economics.

(b) All members appointed must have the knowledge and demonstrated expertise in one of the following areas of
expertise, and each area of expertise must be met by at least one member of the commission:

(1) health care finance, healtho@omics, and health care management or administration at a senior level;

(2) health care consumer advocacy;

(3) representing the health care workforce as a leader in a labor organization;

(4) purchasing health insurance representing business managerheatth benefits administration;

(5) delivering primary care, health plan administration, or public or population health; or

(6) addressing health disparities and structural inequities.

(c) No member may participate in commission proceedings involamdndividual provider, purchaser, or
patient or a specific activity or transaction if the member has direct financial interest in the outcome of the
commission's proceedings other than as an individual consumer of health care services.

Subd.3. Terms. (a) The commissioners of health, human services, and commerce shall make recommendations
for commission membershipCommission members shall be appointed by the goverfibe initial appointments
to the commission shall be made by September 1,.202@ initial appointed commission members shall serve
staggered terms of three or four years determined by lot by the secretary of Bw@tewing the initial
appointments, the commission members shall serveyiar terms Members may not serve more thamo
consecutive terms.

(b) The commission is governed by section 15.0575, except as otherwise provided in this section.

(c) A commission member may resign at any time by giving written notice to the commission.

Subd.4. Chair; other officers. (a) The governor shall annually designate a member to serve as chair of the
commission The chair shall serve for one vyeadlf there is a vacancy for any cause, the governor shall make an
appointment for that category of membership and expertise, to begonesliately effective.

(b) The commission shall elect a vickair and other officers from its membership as it deems necessary.

Subd.5. Compensation Commission members may be compensated according to section 15.0575.

Subd.6. Meetings (a) Meetings of the commission, including any public hearings, are subject to chapter 13D.

(b) The commission must meet publicly on at least a monthly basis until the initial growth targets are
established.
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(c) After the initial growth targets are establishéide commission shall meet at least quarterly to consider
summary data presented by the commissioner, draft report findings, consider updates to the health care spending
growth target program and growth target levels, discuss findings with health ceidepg@nd payers, and identify
additional analyses and strategies to limit health care spending growth.

Subd.7. Hearings. At least annually, the commission shall hold public hearings to present findings from
spending growth target monitoringThe conmission shall also regularly hold public hearings to take testimony
from stakeholders on health care spending growth, setting and revising health care spending growth targets, and the
impact of spending growth and growth targets on health care accesadaityl and as needed to perform assigned
duties.

Subd.8. Staff; technical assistance; contracting (a) The commission shall hire a fiiline executive director
and administrative staff who shall serve in the unclassified servibe executive directomust have significant
knowledge and expertise in health economics and demonstrated experience in health policy.

(b) The attorney general shall provide legal services to the commission.

(c) The commissioner of health shall provide technical assistanitestcommission related to collecting data,
analyzing health care trends and costs, and setting health care spending growth targets.

Subd.9. Administration. The commissioner of health shall provide office space, equipment and supplies, and
analytic saff support to the commission and the Health Care Affordability Advisory Council.

Subd.10. Duties of the commissioner (a) The commissioner, in consultation with the commissioners of
commerce and human services, shall provide staff support othmission, including performing and procuring
consulting and analytic serviceShe commissioner shall:

(1) establish the form and manner of data reporting, including reporting methods and dates, consistent with
program design and timelines formalizedthe commission;

(2) under the authority in chapter 62J, collect data identified by the commission for use in the program in a form
and manner that ensures the collection of fujghlity, transparent data;

(3) provide analytical support, including byrmucting background research or environmental scans, evaluating
the suitability of available data, performing needed analysis and data modeling, calculating performance under the
spending trends, and researching drivers of spending growth trends;

(4) assit health care entities subject to the targets with reporting of data, internal analysis of spending growth
trends, and, as necessary, methodological issues;

(5) synthesize information and report to the commission; and

(6) make appointments and staff tHealth Care Affordability Advisory Council under section 62J.0414.

(b) In carrying out the duties required by this section, the commissioner may contract with entities with expertise
in health economic, health finance, and actuarial science.

Subd.11. Access to information (a) The commission or commissioner may request that a state agency provide
the commission with data as defined in sections 62J.04 and 295.52 in a usable format as requested by the
commission, at no cost to the commission.

(b) The commission may request from a state agency unigue or custom data sets, and the agency may charge the
commission for providing the data at the same rate the agency would charge any other public or privafhentity
commission may grant the commisstomccess to this data.
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(c) Any information provided to the commission or commissioner by a state agency musidbatified For
purposes of this subdivision, "dgentified” means the process used to prevent the identity of a person from being
connected with information and ensuring all identifiable information has been removed.

(d) Any data submitted to the commission or the commissioner shall retain their original classification under the
Minnesota Data Practices Act in chapter 13.

(e) The commissiner, under the authority of chapter 62J, may collect data necessary for the performance of its
duties, and shall collect this data in a form and manner that ensures the collectiongpfahigh transparent data.

Sec.2. [62J.0412] DUTIES OF THECOMMISSION; GENERAL.

Subdivision 1 Health care delivery and paymeni (a) The commission shall monitor the administration and
reform of the health care delivery and payment systems in the $tadecommission shall:

(1) set health care spending grbvidrgets for the state;

(2) enhance the transparency of provider organizations;

(3) monitor the adoption and effectiveness of alternative payment methodologies;

(4) foster innovative health care delivery and payment models that lower health careovast while
improving the quality of patient care;

(5) monitor and review the impact of changes within the health care marketplace; and

(6) monitor patient access to necessary health care services.

(b) The commission shall establish goals to reducdtheate disparities in racial and ethnic communities and to
ensure access to quality care for persons with disabilities or with chronic or complex health conditions.

Subd.2. Duties of the commission; market trends The commission shall monitor effoitis reform the health
care delivery and payment system in Minnesota to understand emerging trends in the commercial health insurance
market, including large seihsured employers and the state's public health care programs, in order to identify
opportunites for state action to achieve:

(1) improved patient experience of care, including quality, access to care, and satisfaction;

(2) improved health of all populations, including a reduction in health disparities; and

(3) a reduction in the growth of hedaktare costs.

Subd.3. Duties of the commission; recommendations for reform The commission shall make periodic
recommendations for legislative policy, market, or any other reforms to:

(1) lower the rate of growth in commercial health care costpablit health care program spending in the state;

(2) positively impact the state's rankings in the areas listed in this subdivision and subdivision 2; and

(3) improve the quality and value of care for all Minnesotans, and for specific populationsebdaéiested by
health disparities.
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Sec.3. [62J.0413] DUTIES OF THE COMMISSION; GROWTH TARGETS.

Subdivision 1 Growth target program. The commission is responsible for the development, establishment,
and operation of the health care spendimgwth target program, determining the health care entities subject to
health care spending growth targets, and reporting on progress toward targets to the legislature and the public.

Subd.2. Methodologies for growth targets (a) The commission shallegtielop and maintain the health care
spending growth target program, and report to the legislature and the public on progress toward achieving growth
targets The commission shall conduct all activities necessary for the successful implementation ofthepm
order to limit health care spending growthhe commission shall:

(1) establish a statement of purpose;

(2) develop a methodology to establish health care spending growth targets and the economic indicators to be
used in establishing the iratiand subseguent target levels;

(3) establish health care spending growth targets that:

(i) use a clear and operational definition of total state health care spending;

(i) promote a predictable and sustainable rate of growth for total health camingpesms measured by an
established economic indicator, such as the rate of increase in the state economy, the personal income of state
residents, or a combination;

(iii) apply to all health care providers and all health plan companies in the stattischealsystem; and

(iv) are measurable on a per capita basis, statewide basis, health plan basis, and health care provider basis; and

(4) establish a methodology for calculating health care cost growth that:

(i) allows measurement statewide and &mxch health care provider and health plan company, and at the
discretion of the commission allows accounting for variability by age and sex;

(i) takes into consideration the need for variability in targets across public and private payers;

(iii) incorporates health equity considerations; and

(iv) considers the impact of targets on health care access and dispatrities.

(b) The commission, when developing this methodology, shall determine which health care entities are subject to
targets, and at what levef aggregation.

Subd.3. Data on performance The commission shall identify the data to be used for tracking performance
toward achieving health care spending growth targets, and adopt methods of data colleatientifying data and
methods, theammission shall:

(1) consider the availability, timeliness, quality, and usefulness of existing data;

(2) assess the need for additional investments in data collection, data validation, or analysis capacity to support
efficient collection and aggregatiarfi data to support the commission's activities;

(3) limit the reporting burden to the greatest extent possible; and

(4) identify and define the health care entities that are required to report to the commissioner.
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Subd.4. Reporting requirements. The commission shall establish requirements for health care providers and
health plan companies to report data and other information necessary to calculate health care coskHgatdith
care providers and health plans must report data in the form and neastadtdished by the commission.

Subd.5. Establishment of growth targets (a) The commission, by June 15, 2024, shall establish annual
health care spending growth targets consistent with the methodology in subdivision 2 for each of the next five
calendar years, with the goal of limiting health care spending groWte commission may continue to establish
annual health care spending growth targets for subsequent years.

(b) The commission shall regularly review all components ofpitegram methodology, including economic
indicators and other factors, and, as appropriate, revise established health care spending growth tardeiyevels
changes to health care spending growth target levels requirethitd® majority vote of the comission.

Subd.6. Additional criteria for growth targets . (a) In developing the health care spending growth target
program, the commission may:

(1) evaluate and ensure that the program does not place a disproportionate burden on communities most
impaced by health disparities, the providers who primarily serve communities most impacted by health disparities,
or individuals who reside in rural areas or have high health care needs;

(2) consider payment models that help ensure financial sustainabilityabthealth care delivery systems and
the ability to provide population health;

(3) consider the addition of quality of care performance measures or minimum primary care spending goals;

(4) allow setting growth targets that encourage an individualtheate entity to serve populations with greater
health care risks by incorporating:

(i) arisk factor adjustment reflecting the health status of the entity's patient mix; and

(i) an equity adjustment accounting for the social determinants of healtlothad factors related to health
equity for the entity's patient mix;

(5) ensure that growth targets:

(i) encourage the growth of the Minnesota health care workforce, including the need to provide competitive
wages and benefits;

(i) do not limit the useof collective bargaining or place a floor or ceiling on health care workforce
compensation; and

(i) promote workforce stability and maintain higjuality health care jobs; and

(6) consult with stakeholders representing patients, health care proydgess of health care services, and
others.

(b) Based on an analysis of drivers of health care spending by the commissioner and evidence from public
testimony, the commission shall explore strategies, new policies, and future legi@agwesals that can contribute
to achieving health care spending growth targets or limiting health care spending growth without increasing
disparities in access to health care, including the establishment of accountability mechanisms for health sare entitie
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Subd.7. Reports. (a) The commission shall submit the reports specified in this section to the chairs and
ranking minority members of the legislative committees with primary jurisdiction over health These reports
must be made available to theltic.

(b) The commission shall submit written progress updates about the development and implementation of the
health care growth target program by February 15, 2024, and February 15, Z@25updates must include
reporting _on commission membership arattivities, program design decisions, planned timelines for
implementation of the program, progress of implementation, and comprehensive methodological details underlying
program design decisions.

(c) The commission shall submit by March 31, 2026, anifiakch 31 annually thereafter, reports on health care
spending trends related to the health care growth tar@éts commission may delegate preparation of the reports to
the commissioner and any contractors the commissioner determines are nedgssasgorts must include:

(1) aggregate spending growth for entities subject to health care growth targets relative to established target
levels;

(2) findings from the analyses of cost drivers of health care spending growth;

(3) estimates of the impact dfealth care spending growth on Minnesota residents, including for those
communities most impacted by health disparities, including an analysis of Minnesota residents' access to insurance
and care, the value of health care, and the state's ability to mihswespending priorities;

(4) the potential and observed impact of the health care growth targets on the financial viability of the rural
health care delivery system;

(5) changes in the health care spending growth methodology under consideration;

(6) recommended policy changes that may affect health care spending growth trends, including broader and
more transparent adoption of valnased payment arrangements; and

(7) an overview of health care entities subject to health care growth targdiayhamplemented or completed
a performance improvement plan.

Sec4. [62J.0414] HEALTH CARE AFFORDABILITY ADVISORY COUNCIL.

Subdivision 1 Definitions. (a) For purposes of this section, the following definitions have the meanings given.

(b) "Council" means the Health Care Affordability Advisory Council

(c) "Commission" means the Health Care Affordability Commission.

Subd.2. Establishment; administration. (a) The commissioner of health shall appoint arigmber advisory
council to provwde technical assistance to the commissitdMembers shall be appointed based on their knowledge
and demonstrated expertise in one or more of the following areas:

(1) health care spending trends and drivers;

(2) equitable access to health care services;

(3) health insurance operation and finance;

(4) actuarial science;
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(5) the practice of medicine;

(6) patient perspectives;

(7) clinical and health services research; and

(8) the health care marketplace.

(b) The commissioner shall provide administratand staff support to the advisory council.

Subd.3. Membership. The council's membership shall consist of:

(1) three members representing patients and health care consumers, at least one of whom must have experience
working with communities most impacted by health disparities and one of whom must have experience working
with persons in the disability community;

(2) the commissioner of health or a designee;

(3) the commissioner of human services or a designee;

(4) one member whis a health services researcher at the University of Minnesota;

(5) two members who represent nonprofit group purchasers;

(6) one member who represents-fwofit group purchasers;

(7) two members who represent health care entities;

(8) one member whrepresents independent health care providers;

(9) two members who represent employee benefit plans, with one representing a public employer; and

(10) one member who represents the Rare Disease Advisory Council.

Subd.4. Terms. (a) The initialappointments to the council shall be made by September 30, Z023council
members shall serve staggered terms of three or four years determined by lot by the secretaryofletetay the
initial appointments, the council members shall serve-year terms Members may not serve more than two
consecutive terms.

(b) Removal and vacancies of council members are governed by section 15.059.

Subd.5. Meetings. The council must meet publicly on at least a monthly basis until the initial growtstgarg
are establishedAfter the initial growth targets are established, the council shall meet at least quarterly.

Subd.6. Duties. The council shall:

(1) provide technical advice to the commission on the development and implementationheflihecare
spending growth targets, drivers of health care spending, and other items related to the commission duties;

(2) provide technical input on data sources for measuring health care spending; and

(3) advise the commission on methods to measer@pact of health care spending growth targets on:

(i) communities most impacted by health disparities;

(ii) the providers who primarily serve communities most impacted by health disparities;
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(i) individuals with disabilities;

(iv) individuals with realth coverage through medical assistance or MinnesotaCare;

(v) individuals who reside in rural areas; and

(vi) individuals with rare diseases.

Subd.7. Expiration. Notwithstanding section 15.059, subdivision 6, the council does not expire.

Sec.5. [62J.0415] NOTICE TO HEALTH CARE ENTITIES.

Subdivision 1 Notice. The commission shall provide notice to all health care entities that have been identified
by the commission as exceeding the health care spending growth target for a specified petednased by the
commission.

Subd.2. Performance improvement plans (a) The commission shall establish and implement procedures to
assist health care entities to improve efficiency and reduce cost growth by requiring some or all hegiltitieare
provided notice under subdivision 1 to file and implement a performance improvemenTpicommission shall
provide written notice of this requirement to health care entities and describe the form and manner in which these
plans must be prepad and submitted.

(b) Within 45 days of receiving a notice of the requirement to file a performance improvement plan, a health
care entity shall:

(1) file a performance improvement plan as specified in paragraph (d); or

(2) file a request for waiver or extension as specified in paragraph (c).

(c) The health care entity may file any documentation or supporting evidence with the commission to support the
health care entity's application to waive or extend the timeline to file a performancevémgra plan The
commission shall require the health care entity to submit any other relevant information it deems necessary in
considering the waiver or extension application, provided that this information shall be made public at the discretion
of the @mmmission The commission may waive or delay the requirement for a health care entity to file a
performance improvement plan in response to a waiver or extension request in light of all information received from
the health care entity, based on a consitilen of the following factors:

(1) the costs, price, and utilization trends of the health care entity over time, and any demonstrated improvement
in reducing per capita medical expenses adjusted by health status;

(2) any ongoing strategies or investnetitat the health care entity is implementing to improve future-tiemg
efficiency and reduce cost growth;

(3) whether the factors that led to increased costs for the health care entity can reasonably be considered to be
unanticipated and outside of thentrol of the entity These factors may include but shall not be limited to age and
other health status adjusted factors of the patients served by the health care entity and other cost inputs such as
pharmaceutical expenses and medical device expenses;

(4) the overall financial condition of the health care entity; and

(5) any other factors the commission considers relevant.

If the commission declines to waive or extend the requirement for the health care entity to file a performance
improvement planthe commission shall provide written notice to the health care entity that its application for a
waiver or extension was denied and the health care entity shall file a performance improvement plan.
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(d) The performance improvement plan shall identify thesea of the entity's cost growth and shall include but
not be limited to specific strategies, adjustments, and action steps the entity proposes to implement to improve cost
performance The proposed performance improvement plan shall include specifitifiglele and measurable
expected outcomes and a timetable for implementatibme commission may request additional information as
needed, in order to approve a proposed performance improvement fjlae timetable for a performance
improvement plan musiot exceed 18 months.

(e) The commission shall approve any performance improvement plan that it determines is reasonably likely to
address the underlying cause of the entity's cost growth and has a reasonable expectation for successful
implementation If the commission determines that the performance improvement plan is unacceptable or
incomplete, the commission may provide consultation on the criteria that have not been met and may allow an
additional time period of up to 30 calendayd for resubmission Upon approval of the proposed performance
improvement plan, the commission shall notify the health care entity to begin immediate implementation of the
performance improvement plarfPublic notice shall be provided by the commissionits website, identifying that
the health care entity is implementing a performance improvement @lihitealth care entities implementing an
approved performance improvement plan shall be subject to additional reporting requirements and compliance
montoring, as determined by the commissioifthe commission may request the commissioner to assist in the
review of performance improvement planBhe commission shall provide assistance to the health care entity in the
successful implementation of the gerhance improvement plan.

(f) All health care entities shall in good faith work to implement the performance improvementAtlamy
point during the implementation of the performance improvement plan, the health care entity may file amendments
to the wrformance improvement plan, subject to approval of the commisgibthe conclusion of the timetable
established in the performance improvement plan, the health care entity shall report to the commission regarding the
outcome of the performance improvemt plan If the commission determines the performance improvement plan
was not implemented successfully, the commission shall:

(1) extend the implementation timetable of the existing performance improvement plan;

(2) approve amendments to the perforo@mprovement plan as proposed by the health care entity;

(3) require the health care entity to submit a new performance improvement plan; or

(4) waive or delay the requirement to file any additional performance improvement plans.

Upon the successfubmpletion of the performance improvement plan, the commission shall remove the identity of
the health care entity from the commission's website.

(g) If the commission determines that a health care entity has:

(1) willfully neglected to file a performancenprovement plan with the commission within 45 days or as
required;

(2) failed to file an acceptable performance improvement plan in good faith with the commission;

(3) failed to implement the performance improvement plan in good faith; or

(4) knowingly failed to provide information required by this subdivision to the commission or knowingly
provided false information, the commission may assess a civil penalty to the health care entity of not more than
$500,000 The commission shall only imposecivil penalty as a last resort.
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Sec.6. [62J.0416] IDENTIFY STRATEGIES FOR REDUCTION OF ADMINISTRATIVE SPENDING
AND LOW -VALUE CARE.

(a) The commissioner of health shall develop recommendations for strategies to reduce the volume and growth
of administrative spending by health care organizations and group purchasers, and the magnituttal o losare
delivered to Minnesota resident§he commissioner shall:

(1) review the availability of data and identify gaps in the data infrastructurstimaée aggregated and
disaggregated administrative spending andValue care;

(2) based on available data, estimate the volume and change over time of administrative spendingalnd low
care in Minnesota;

(3) conduct an environmental scan and k&grmant interviews with experts in health care finance, health
economics, health care management or administration, and the administration of health insurance benefits to
determine drivers of spending growth for spending on administrative servicespoo\fson of lowvalue care; and

(4) convene a clinical learning community and an employer task force to review the evidence from clauses (1) to
(3) and develop a set of actionable strategies to address administrative spending volume and growth and the
magnitude of the volume of lowalue care.

(b) By March 31, 2025, the commissioner shall deliver the recommendations to the chairs and ranking minority
members of house and senate committees with jurisdiction over health and human services finanayand poli

Sec.7. [62J.0417] PAYMENT MECHANISMS IN RURAL HEALTH CARE.

(a) The commissioner shall develop a plan to assess readiness of rural communities and rural health care
providers to adopt value based, global budgeting or alternative payment systeresanchend steps needed to
implement them The commissioner may use the development of case studies and modeling of alternate payment
systems to demonstrate valbased payment systems that ensure a baseline level of essential community or regional
healthservices and address population health needs

(b) The commissioner shall develop recommendations for pilot projects with the aim of ensuring financial
viability of rural health care entities in the context of spending growth targeéfite commissionerhall share
findings with the health care affordability commission.

Sec.8. Minnesota Statutes 2022, section 62U.04, subdivision 11, is amended to read:

Subd.11. Restricted uses of the alpayer claims data (a) Notwithstanding subdivision 4, paragnafp), and
subdivision 5, paragraph (b), the commissioner or the commissioner's designee shall only use the data submitted
under subdivisions 4 and 5 for the following purposes:

(1) to evaluate the performance of the health care home program as authordesrd section 62U.03,
subdivision 7;

(2) to study, in collaboration with the reducing avoidable readmissions effectively (RARE) campaign, hospital
readmission trends and rates;

(3) to analyze variations in health care costs, qualiilization, and illness burden based on geographical areas
or populations;

(4) to evaluate the state innovation model (SIM) testing grant received by the Departments of Health and Human
Services, including the analysis of health care cost, quality, #lzhtion baseline and trend information for
targeted populations and communitiasg
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(5) to compile one or more public use files of summary data or tables that must:

() be available to the public for no or minimal cost by March 1, 2016,aamadable by wekbased electronic
data download by June 30, 2019;

(i) not identify individual patients, payers, or providers;

(iii) be updated by the commissioner, at least annually, with the most current data available;

(iv) contain clear and conspisus explanations of the characteristics of the data, such as the dates of the data
contained in the files, the absence of costs of care for uninsured patients or nonresidents, and other disclaimers that

provide appropriate context; and

(v) not lead to thecollection of additional data elements beyond what is authorized under this section as of
June30, 2015; and

(6) to provide technical assistance to the Health Care Affordability Commission to implement sections 62J.0411
to 62J.0415.

(b) The commissiorremay publish the results of the authorized uses identified in paragraph (a) so long as the
data released publicly do not contain information or descriptions in which the identity of individual hospitals,
clinics, or other providers may be discerned.

(c) Nothing in this subdivision shall be construed to prohibit the commissioner from using the data collected
under subdivision 4 to complete the sthtsed risk adjustment system assessment due to the legislature on
Octoberl, 2015.

(d) The commissioner dhe commissioner's designee may use the data submitted under subdivisions 4 and 5 for
the purpose described in paragraph (a), clause (3), until July 1, 2023.

(e) The commissioner shall consult with thepler claims database work group established rusutalivision
12 regarding the technical considerations necessary to create the public use files of summary data described in
paragraph (a), clause (5).

Sec.9. Minnesota Statutes 2022, section 62V.05, is amended by adding a subdivision to read:

Subd.13. Transitional cost-sharing reductions (a) The board shall develop and implement, for the 2025 and
2026 plan years only, a system to support eligible individuals who choose to enroll in gold level health plans

through MNsure.

(b) For purposesfdhis section, an "eligible individual" is an individual who:

(1) is a resident of Minnesota;

(2) has a household income that does not exceed 400 percent of the federal poverty guidelines; and

(3) is enrolled in a gold level health plan offered ind¢heollee's county of residence.

(c) Under the system established in this subdivision, the monthly transitionahessig reduction subsidy for
an eligible individual is $75.

(d) The board shall establish procedures for determining an individuglisiléii for the subsidy and providing
payments to a health carrier for any eligible individuals enrolled in the carrier's gold level health plans.
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Sec.10. [256.9631] DIRECT PAYMENT SYSTEM FOR MEDICAL ASSISTANCE AND
MINNESOTACARE.

Subdivision 1 Direct payment system established (a) The commissioner shall establish a direct payment
system to deliver services to eligible individuals, in order to achieve better health outcomes and reduce the cost of
health care for the staté&Jnder this system, eligiblindividuals shall receive services through the medical assistance
fee-for-service system, countyased purchasing plans, or countyned health maintenance organizationghe
commissioner shall implement the direct payment system beginning Janua®r1, 20

(b) Persons who do not meet the definition of eligible individual shall continue to receive services from managed
care and countpased purchasing plans under sections 256B.69 and 256B.692, subject to-dhe mptision
under section 256B.69, subdion 28, paragraph (c), for persons who are certified as blind or having a disability,
and the exemptions from managed care enrollment listed in section 256B.69, subdivision 4, paragraph (b).

Subd.2. Definitions. (a) For purposes of thigection, the following definitions apply.

(b) "Eligible individuals" means: (1) qualified medical assistance enrollees, defined as persons eligible for
medical assistance as families and children and adults without children eligible under section®256BdiBision
15; and (2) all MinnesotaCare enrollees.

(c) "Qualified hospital provider" means a nonstate government teaching hospital with high medical assistance
utilization and a level 1 trauma center, and all of the hospital's ownexdfilbmted health care professionals,
ambulance services, sites, and clinics.

Subd.3. Managed care service delivery (a) In counties that choose to operate a cobaged purchasing plan
under section 256B.692, the commissioner shall permit thoseiesuim a timely manner, to establish a new
countybased purchasing plan or participate in an existing cela$ed purchasing plan.

(b) In counties that choose to operate a cowmiped health maintenance organization under section 256B.69,
the commissiner shall permit those counties to establish a new cemmbhed and operated health maintenance
organization or _continue serving enrollees through an existing cowrted and operated health maintenance

organization.

(c) Countybased purchasing plans acguntyowned health maintenance organizations shall be reimbursed at
the capitation rate determined under sections 256B.69 and 256B.692.

(d) The commissioner shall allow eligible individuals the opportunity to opt out of enroliment in a -dAssy
purchasing plan or countgwned health maintenance organization.

Subd.4. Feefor-service reimbursement (a) The commissioner shall reimburse health care providers directly
for all medical assistance and MinnesotaCare covered services provided to eligitviduals, using the
feefor-service payment methods specified in chapters 256, 256B, 256R, and 256S.

(b) The commissioner shall ensure that payments under this section to a gualified hospital provider are
equivalent to the payments that would have beerived based on managed care direct payment arrangerifents
necessary, a qualified hospital provider may use a cemmhed health maintenance organization to receive direct
payments as described in section 256B.1973.

Subd.5. Termination of managedcare contracts The commissioner shall terminate managed care contracts
for eligible individuals under sections 256B.69, 256L.12, and 256L.121 by December 31, 2026, except that the
commissioner shall continue to contract with codméged purchasing plaasid countyowned health maintenance
organizations, as provided under this section.
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Subd.6. System development and administration{a) The commissioner, under the direct payment system, shall:

(1) provide benefits management, claims processing, amtleansupport services;

(2) coordinate operation of the direct payment system with county agencies and MNsure, and with service
delivery to medical assistance enrollees who are age 65 or older, blind, or have disabilities, or who are exempt from
managed are enrollment under section 256B.69, subdivision 4, paragraph (b);

(3) establish and maintain provider payment rates at levels sufficient to enswguhlifir care and enrollee
access to covered health care services;

(4) develop and monitor quality msures for health care service delivery; and

(5) develop and implement provider incentives and innovative methods of health care delivery, to ensure the
efficient provision of highguality care and reduce health care disparities.

(b) This sectiondoes not prohibit the commissioner from seeking legislative and federal approval for
demonstration projects to ensure access to care or improve health care quality.

(c) The commissioner may contract with an administrator to administer the direct paystent.s

Subd.7. Implementation plan. (a) The commissioner shall present an implementation plan for the direct
payment system to the chairs and ranking minority members of the legislative committees with jurisdiction over
health care policy and financey Banuary 15, 2025 The commissioner may contract for technical assistance in
developing the implementation plan and conducting related studies and analysis.

(b) The implementation plan must include:

(1) a timeline for the development and implementatibthe direct payment system;

(2) the procedures to be used to ensure continuity of care for enrollees who transition from managed care to
fee-for-service;

(3) any changes to fder-service payment rates that the commissioner determines are necessaisute
provider access and higluality care, and reduce health disparities;

(4) recommendations on ensuring effective care coordination under the direct payment system, especially for
enrollees with complex medical conditions, who face socioeconomi@itsato receiving care, or who are from
underserved populations that experience health disparities;

(5) recommendations on whether the direct payment system should provide supplemental payments for care
coordination, including:

(i) the provider typesligible for supplemental payments and funding for outreach;

(ii) procedures to coordinate supplemental payments with existing supplementalbasesdipayment methods
or to replace these existing methods; and

(iii) procedures to align care coordinatigmtiatives funded through supplemental payments under this section
with existing care coordination initiatives;

(6) recommendations on whether the direct payment system should include funding to providers for outreach
initiatives to patients whdyecause of mental illness, homelessness, or other circumstances, are unlikely to obtain
needed care and treatment;
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(7) recommendations on whether and how the direct payment system should be expanded to deliver services and
care coordination to persons ware age 65 or older, are blind, or have a disability;

(8) procedures to compensate providers for any loss of savings from the federal 340B Drug Pricing Program; and

(9) recommendations for statutory changes necessary to implement the direct paymmant syste

(c) In developing the implementation plan, the commissioner shall:

(1) calculate the projected cost of a direct payment system relative to the cost of the current system;

(2) assess gaps in care coordination under the current medical assistandcersmsdislCare programs;

(3) evaluate the effectiveness of approaches other states have taken to coordinate care ufinlesexviee
system, including the coordination of care provided to persons who are blind or have disabilities;

(4) estimate the I@sin provider revenues and cost savings under the federal 340B Drug Pricing Program that
would result from the elimination of managed care plan contracts under medical assistance and MinnesotaCare, and
develop a method to reimburse providers for thesentiatdosses;

(5) estimate the loss of revenues and cost savings from other payment enhancements based on managed care
plan pasghroughs;

(6) consult with the commissioner of health and the contractor or contractors analyzing the Minnesota Health
Plan and other reform models on plan design and assumptions; and

(7) conduct other analyses necessary to develop the implementation plan.

Sec.11. Minnesota Statutes 2022, section 256.969, subdivision 9, is amended to read:

Subd.9. Disproportionate numbers of lowincome patients served (a) For admissions occurring on or after
July 1, 1993, the medical assistance disproportionate population adjustment shall comply with federal law and shall
be paid to a hospital, excluding regiotr&atment centers and facilities of the federal Indian Health Service, with a
medical assistance inpatient utilization rate in excess of the arithmetic Miearadjustment must be determined as
follows:

(1) for a hospital with a medical assistance irgdtutilization rate above the arithmetic mean for all hospitals
excluding regional treatment centers and facilities of the federal Indian Health Service but less than or equal to one
standard deviation above the mean, the adjustment must be determimeitiplying the total of the operating and
property payment rates by the difference between the hospital's actual medical assistance inpatient utilization rate
and the arithmetic mean for all hospitals excluding regional treatment centers and fafilitiesfederal Indian
Health Service; and

(2) for a hospital with a medical assistance inpatient utilization rate above one standard deviation above the
mean, the adjustment must be determined by multiplying the adjustment that would be determinecusel¢t )l
for that hospital by 1.1 The commissioner shall report annually on the number of hospitals likely to receive the
adjustment authorized by this paragragthe commissioner shall specifically report on the adjustments received by
public hospital&and public hospital corporations located in cities of the first class.

(b) Certified public expenditures made by Hennepin County Medical Center shall be considered Medicaid
disproportionate share hospital paymentiennepin County and HennepBounty Medical Center shall report by
June 15, 2007, on payments made beginning July 1, 2005, or another date specified by the commissioner, that may
qualify for reimbursement under federal lavBased on these reports, the commissioner shall apply ferded
matching funds.
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(c) Upon federal approval of the related state plan amendment, paragraph (b) is effective retroactively from
July 1, 2005, or the earliest effective date approved by the Centers for Medicare and Medicaid Services.

(d) Effective July 12015, disproportionate share hospital (DSH) payments shall be paid in accordance with a
new methodology using 2012 as the base.ydamual payments made under this paragraph shall equal the total
amount of payments made for 2012\ licensed children'dhospital shall receive only a single DSH factor for
children's hospitalsOther DSH factors may be combined to arrive at a single factor for each hospital that is eligible
for DSH payments The new methodology shall make payments only to hospitalséatMinnesota and include
the following factors:

(1) a licensed children's hospital with at least 1,006fdeservice discharges in the base year shall receive a
factor of 0.868 A licensed children's hospital with less than 1,000fteeservice disharges in the base year shall
receive a factor of 0.7880;

(2) a hospital that has in effect for the initial rate year a contract with the commissioner to provide extended
psychiatric inpatient services under section 256.9693 shall receive a factat@d;0.0

(3) a hospital that has received medical assistance payment for at least 20 transplant services in the base year
shall receive a factor of 0.0435;

(4) a hospital that has a medical assistance utilization rate in the base year between 20 percset staridard
deviation above the statewide mean utilization rate shall receive a factor of 0.0468;

(5) a hospital that has a medical assistance utilization rate in the base year that is at least one standard deviation
above the statewide mean utilizaticate but is less than two and emadf standard deviations above the mean shall
receive a factor of 0.2300; and

(6) a hospital that is a level one trauma center and that has a medical assistance utilization rate in the base year
that is at least two amshehalf standard deviations above the statewide mean utilization rate shall receive a factor of
0.3711.

(e) For the purposes of determining eligibility for the disproportionate share hospital factors in paragraph (d),
clauses (1) to (6), thmedical assistance utilization rate and discharge thresholds shall be measured using only one
year when a twqyear base period is used.

(f) Any payments or portion of payments made to a hospital under this subdivision that are subsequently returned
to thecommissioner because the payments are found to exceed the kgpspiifit DSH limit for that hospital shall
be redistributed, proportionate to the number offteeservice discharges, to other D&Hgible nonchildren's
hospitals that have a medicalséstance utilization rate that is at least one standard deviation above the mean.

(g9) An additional payment adjustment shall be established by the commissioner under this subdivision for a
hospital that provides high levels of administering kigist drigs to enrollees in fefor-service medical assistance
The commissioner shall consider factors includingféeeservice medical assistance utilization rates and payments
made for drugs purchased through the 340B drug purchasing program and admirdsieeéaltservice enrollees
If any part of this adjustment exceeds a hospital's hosgpedific disproportionate share hospital linat, if the
hospital qualifies for the alternative payment rate described in subdivisioth€e&ommissioner shall maka
payment to the hospital that equals the nonfederal share of the amount that exceeds tibditatal nonfederal
share of the amount of the payment adjustment under this paragraph shall not$a&8ed00510,000,000 The
commissioner shall calilate the aggregate difference in payments for outpatient pharmacy claims for medical
assistance enrollees receiving services from a managed care or-basetlypurchasing plan, when reimbursed at
the 340B rate as compared to the 13d0B rate, as sped in section 256B.0625, subdivision 138y February 1,
2026, the commissioner shall report the results of this calculation for the prior fiscal year to the chairs and ranking
members of the legislative committees with jurisdiction over health camcirend policy
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EFFECTIVE DATE . This section is effective January 1, 2026, or the January 1 following certification of the
modernized pharmacy claims processing system, whichever is [@te commissioner of human services shall
notify the revisor of sttutes when certification of the modernized pharmacy claims processing system occurs.

Sec.12. Minnesota Statutes 2022, section 256B.056, subdivision 7, is amended to read:

Subd.7. Period of eligibility. (a) Eligibility is available for the month @pplication and for three months prior
to application if the person was eligible in those prior manthsedetermination of eligibility must occur every 12
months.

(b) Notwithstanding any other law to the contrary:

(1) a child under 19 years of amo is determined eligible for medical assistance must remain eligible for a
period of 12 months;

(2) a child 19 years of age and older but under 21 years of age who is determined eligible for medical assistance
must remain eligible for a period of 12 nths; and

(3) a child under six years of age who is determined eligible for medical assistance must remain eligible through
the month in which the child reaches six years of age.

(c) A child's eligibility under paragraph (b) may be terminated earlier if:

(1) the child or the child's representative requests voluntary termination of eligibility;

(2) the child ceases to be a resident of this state;

(3) the child dies; or

(4) the agency determines eligibility was erroneously granted at therecesit eligibility determination due to
agency error or fraud, abuse, or perjury attributed to the child or the child's representative.

{b) (d) For a person eligible for an insurance affordability program as defined in section 256B.02, subdivision
19, whoreports a change that makes the person eligible for medical assistance, eligibility is available for the month
the change was reported and for three months prior to the month the change was reported, if the person was eligible
in those prior months.

EFFECTIVE DATE . This section is effective January 1, 2025, or upon federal approval, whichever is later,
except that paragraph (b), clause (1), is effective January 1, ZB@4commissioner of human services shall notify
the revisor of statutes when fedeapbroval is obtained.

Sec.13. Minnesota Statutes 2022, section 256B.0631, subdivision 1, is amended to read:

Subdivision 1 Costsharing. (a) Except as provided in subdivision 2, the medical assistance benefit plan shall
include the following cossharing for all recipients, effective for services providederafterfrom September 1,
2011, to December 31, 2023

(1) $3 per nonpreventive visit, except as provided in paragraphHb®) purposes of this subdivision, a visit
means an episode of semiwhich is required because of a recipient's symptoms, diagnosis, or established illness,
and which is delivered in an ambulatory setting by a physician or physician assistant, chiropractor, podiatrist, nurse
midwife, advanced practice nurse, audiologigtician, or optometrist;
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(2) $3.50 for nonemergency visits to a hosgitated emergency room, except that thippagment shall be
increased to $20 upon federal approval;

(3) $3 per branghame drug prescription, $1 per generic drug prescription, ange$lprescription for a
brandname multisource drug listed in preferred status on the preferred drug list, subject to a $12 per month
maximum for prescription drug geayments No co-payments shall apply to antipsychotic drugs when used for the
treatment 6mental iliness;

(4) a family deductible equal to $2.75 per month per family and adjusted annually by the percentage increase in
the medical care component of the @Pfor the period of September to September of the preceding calendar year,
rounded to the next higher fixeent increment; and

(5) total monthly cossharing must not exceed five percent of family incorfer purposes of this paragraph,
family income is the total earned and unearned income of the individual and the indigdaabg, if the spouse is
enrolled in medical assistance and also subject to the five percent limit eshadsiy This paragraph does not
apply to premiums charged to individuals described under section 256B.057, subdivision 9.

(b) Recipients of medical assistance are responsible for-plhgments and deductibles in this subdivision.

(c) Notwithstanding paragraph (b), the commissioner, through the contracting process under sections 256B.69
and 256B.692, may allow managed care pland countypased purchasing plans to waive the family deductible
under paragraph (a), clause.(dhe value of the family deductible shall not be included in the capitation payment
to managed care plans and coubéised purchasing plan8anaged carelpns and countpased purchasing plans
shall certify annually to the commissioner the dollar value of the family deductible.

(d) Notwithstanding paragraph (b), the commissioner may waive the collection of the family deductible
described under paragraph),(elause (4), from individuals and allow lotgym care and waivered service providers
to assume responsibility for payment.

(e) Notwithstanding paragraph (b), the commissioner, through the contracting process under section 256B.0756
shall allow the pild program in Hennepin County to waive-payments The value of the cpayments shall not be
included in the capitation payment amount to the integrated health care delivery networks under the pilot program.

(f) For services provided on or after Janudry2024, the medical assistance benefit plan must not include
costsharing or deductibles for any medical assistance recipient or benefit.

Sec.14. Minnesota Statutes 2022, section 256B.0631, subdivision 3, is amended to read:

Subd.3. Collection. (a) The medical assistance reimbursement to the provider shall be reduced by the amount
of the cepayment or deductible, except that reimbursements shall not be reduced:

(1) once a recipient has reached the $12 per month maximum for prescription -ghagrents; or
(2) for a recipient who has met their monthly five percent-sbating limit.

(b) The provider collects the gqmayment or deductible from the recipier®roviders may not deny services to
recipients who are unable to pay thepayment or dedtible.

all not

EFFECTIVE DATE . Thissection is effective January 1, 2024.
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Sec.15. Minnesota Statutes 2022, section 256B.69, subdivision 4, is amended to read:

Subd.4. Limitation of choice; opportunity to opt out. (a) The commissioner shall develop criteria to
determine when limitationf choice may be implemented in the experimental courtigisshall provide all eligible
individuals the opportunity to opt out of enrollment in managed care under this settiencriteria shall ensure
that all eligible individuals in the county haventinuing access to the full range of medical assistance services as
specified in subdivision 6.

(b) The commissioner shall exempt the following persons from participation in the project, in addition to those
who do not meet the criteria for limitation cfioice:

(1) persons eligible for medical assistance according to section 256B.055, subdivision 1;

(2) persons eligible for medical assistance due to blindness or disability as determined by the Social Security
Administration or the state medical reviég®am, unless:

(i) they are 65 years of age or older; or

(i) they reside in Itasca County or they reside in a county in which the commissioner conducts a pilot project
under a waiver granted pursuant to section 1115 of the Social Security Act;

(3) recipgents who currently have private coverage through a health maintenance organization;

(4) recipients who are eligible for medical assistance by spending down excess income for medical expenses
other than the nursing facility per diem expense;

(5) recipients who receive benefits under the Refugee Assistance Program, established under United States Code,
title 8, section 1522(e);

(6) children who are both determined to be severely emotionally disturbed and receiving case management
services accordm to section 256B.0625, subdivision 20, except children who are eligible for and who decline
enroliment in an approved preferred integrated network under section 245.4682;

(7) adults who are both determined to be seriously and persistently mentally ikegived case management
services according to section 256B.0625, subdivision 20;

(8) persons eligible for medical assistance according to section 256B.057, subdivision 10;

(9) persons with access to cedtective employessponsored privatbealth insurance or persons enrolled in a
non-Medicare individual health plan determined to be -&ffgctive according to section 256B.0625, subdivision
15; and

(10) persons who are absent from the state for more than 30 consecutive days but still aleesigkeht of
Minnesota, identified in accordance with section 256B.056, subdivision 1, paragraph (b).

Children under age 21 who are in foster placement may enroll in the project on an electivelrmisiduals

excluded under clauses (1), (6), and rif@y choose to enroll on an elective basifie commissioner may enroll
recipients in the prepaid medical assistance program for seniors who are (1) age 65 and over, and (2) eligible for
medical assistance by spending down excess income.

(c) The commissiner may allow persons with a em@nth spenddown who are otherwise eligible to enroll to
voluntarily enroll or remain enrolled, if they elect to prepay their monthly spenddown to the state.



55TH DAY] MONDAY, APRIL 24,2023 6435

(d) The commissioner may requirsubject to the opbut provision under paragraph (afhose individuals to
enroll in the prepaid medical assistance program who otherwise would have been excluded under paragraph (b),
clauses (1), (3), and (8), and under Minnesota Rules, part 9500.1452, subpart 2, items H, K, and L.

(e) Before limitation of choice is implemented, eligible individuals shall be notifiecyareh the opportunity to
opt out of managed care enrollmewtfter notification,those individuals who choose not to opt slidll be allowed
to choose only among demstration providers The commissioner may assign an individual with private coverage
through a health maintenance organization, to the same health maintenance organization for medical assistance
coverage, if the health maintenance organization is uraidract for medical assistance in the individual's county
of residence After initially choosing a provider, the recipient is allowed to change that choice only at specified
times as allowed by the commissionéfra demonstration provider ends partidipa in the project for any reason, a
recipient enrolled with that provider must select a new provider but may change providers without cause once more
within the first 60 days after enrollment with the second provider.

(f) An infant born to a woman wha ieligible for and receiving medical assistance and who is enrolled in the
prepaid medical assistance program shall be retroactively enrolled to the month of birth in the same managed care
plan as the mother once the child is enrolled in medical assistatess the child is determined to be excluded from
enrollment in a prepaid plan under this section.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.16. Minnesota Statutes 2022, section 256B.69, subdivision 6d, is amended to read:

Subd 6d. Prescription drugs. The commissionemay shall exclude or modify coverage faputpatient
prescription drugglispensed by a pharmacy to a medical assistance or MinnesotaCare drooildee prepaid

managed care contracts entered |nto undersmaeH—WFeFder—te—meFease—&awngs—te—me—sta{e—by—eeHectmg

eeueewn—ef—admaenal—presenpﬂ%—dmg—rebakdsapter and chapter 256LThe commissioner may mclude

exclude, or modify coverage for prescription drugs administered to a medical assistance or MinnesotaCare enrollee
from theprepaid managed care contracts entered into under this chapter and chapter 256L.

EFFECTIVE DATE . This section is effective January 1, 2026, or the January 1 following certification of the
modernized pharmacy claims processing system, whichevateis The commissioner of human services shall
notify the revisor of statutes when certification of the modernized pharmacy claims processing system occurs.

Sec.17. Minnesota Statutes 2022, section 256B.69, subdivision 28, is amended to read:

Subd.28. Medicare special needs plans; medical assistance basic health cafa) The commissioner may
contract with demonstration providers and current or former sponsors of qualified Mexppaosed special needs
plans, to provide medical assistance bagalth care services to persons with disabilities, including those with
developmental disabilitiesBasic health care services include:

(1) those services covered by the medical assistance state plan except for ICF/DD services, home and
communitybased waver services, case management for persons with developmental disabilities under section
256B.0625, subdivision 20a, and personal care and certain home care services defined by the commissioner in
consultation with the stakeholder group established uratagpaph (d); and

(2) basic health care services may also include risk for up to 100 days of nursing facility services for persons
who reside in a noninstitutional setting and home health services related to rehabilitation as defined by the
commissioner fer consultation with the stakeholder group.
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The commissioner may exclude other medical assistance services from the basic health care benefit set
Enrollees in these plans can access any excluded services on the same basis as other medical agsistdace re
who have not enrolled.

(b) The commissioner may contract with demonstration providers and current and former sponsors of qualified
Medicare special needs plans, to provide basic health care services under medical assistance to persons who are
dudly eligible for both Medicare and Medicaid and those Social Security beneficiaries eligible for Medicaid but in
the waiting period for MedicareThe commissioner shall consult with the stakeholder group under paragraph (d) in
developing program specifitans for these services Payment for Medicaid services provided under this
subdivision for the months of May and June will be made no earlier than July 1 of the same calendar year.

(c) Netwithstanding—subdivisioh—4—beginningJanuvary—1—200%k commisioner shall enroll persons with
disabilities in managed care under this section, unless the individual chooses to opt out of enrollheent
commissioner shall establish enroliment and opt out procedures consistent with applicable enrollment procedures
under this section.

(d) The commissioner shall establish a statel stakeholder group to provide advice on managed care
programs for persons with disabilities, including both MNDHO and contracts with special needs plans that provide
basic health care saces as described in paragraphs (a) and {[f)e stakeholder group shall provide advice on
program expansions under this subdivision and subdivision 23, including:

(1) implementation efforts;
(2) consumer protections; and

(3) program specificationaush as quality assurance measures, data collection and reporting, and evaluation of
costs, quality, and results.

(e) Each plan under contract to provide medical assistance basic health care services shall establish a local or
regional stakeholder groupndluding representatives of the counties covered by the plan, members, consumer
advocates, and providers, for advice on issues that arise in the local or regional area.

(f) The commissioner is prohibited from providing the names of potestiiallees to health plans for marketing
purposes The commissioner shall mail no more than two sets of marketing materials per contract year to potential
enrollees on behalf of health plans, at the health plan's requibst marketing materials shall lmeailed by the
commissioner within 30 days of receipt of these materials from the health Plenhealth plans shall cover any
costs incurred by the commissioner for mailing marketing materials.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.18. Minnesota Statutes 2022, section 256B.69, subdivision 36, is amended to read:

Subd.36. Enrollee support system (a) The commissioner shall establish an enrollee support system that
provides support to an enrollee before and dueimpliment in a managed care plan.

(b) The enrollee support system must:

(1) provide access to counseling for each potential enrollee on choosing a managed caremptiag out of
managed care

(2) assist an enrollee in understanding enrollmentmaaaged care plan;

(3) provide an access point for complaints regarding enrollment, covered services, and other related matters;
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(4) provide information on an enrollee's grievance and appeal rights within the managed care organization and
the state's faihearing process, including an enrollee's rights and responsibilities; and

(5) provide assistance to an enrollee, upon request, in navigating the grievance and appeals process within the
managed care organization and in appealing adverse benefit detemnsimaade by the managed care organization
to the state's fair hearing process after the managed care organization's internal appeals process has been exhausted
Assistance does not include providing representation to an enrollee at the state's ifair batimay include a
referral to appropriate legal representation sources.

(c) Outreach to enrollees through the support system must be accessible to an enrollee through multiple formats,
including telephone, Internet,-pperson, and, if requested, thgh auxiliary aids and services.

(d) The commissioner may designate enrollment brokers to assist enrollees on selecting a managed care
organization and providing necessary enrollment informatkor purposes of this subdivision, "enroliménoker”
means an individual or entity that performs choice counseling or enrollment activities in accordance with Code of
Federal Regulations, part 42, section 438.810, or both.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.19. Minnesota Statutes 2022, section 256B.692, subdivision 1, is amended to read:

Subdivision 1 In general. County boards or groups of county boards may elect to purchase or provide health
care services on behalf of persons eligible for medical assistance witth atloerwise be required to or may elect to
participate in the prepaid medical assistance program according to section 256Bj66t to the opdut provision
of section 256B.69, subdivision 4, paragraph (@punties that elect to purchase or providalth care under this
section must provide all services included in prepaid managed care programs according to section 256B.69,
subdivisions 1 to 22 Countybased purchasing under this section is governed by section 256B.69, unless otherwise
provided forunder this section.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.20. Minnesota Statutes 2022, section 256B.75, is amended to read:
256B.75 HOSPITAL OUTPATIENT REIMBURSEMENT.

(a) For outpatient hospital facility fee payments forvees rendered on or after October 1, 1992, the
commissioner of human services shall pay the lower of (1) submitted charge, or (2) 32 percent above the rate in
effect on June 30, 1992, except for those services for which there is a federal maximumleljoayahent
Effective for services rendered on or after January 1, 2000, payment rates for nonsurgical outpatient hospital facility
fees and emergency room facility fees shall be increased by eight percent over the rates in effect on December 31,
1999, exept for those services for which there is a federal maximum allowable payBemwices for which there
is a federal maximum allowable payment shall be paid at the lower of (1) submitted charge, or (2) the federal
maximum allowable paymenfTotal aggregte payment for outpatient hospital facility fee services shall not exceed
the Medicare upper limit If it is determined that a provision of this section conflicts with existing or future
requirements of the United States government with respect to fféuhanacial participation in medical assistance,
the federal requirements prevailhe commissioner may, in the aggregate, prospectively reduce payment rates to
avoid reduced federal financial participation resulting from rates that are in excess @adican® upper limitations.

(b) (1) Notwithstanding paragraph (a), payment for outpatient, emergency, and ambulatory surgery hospital
facility fee services for critical access hospitals designated under section 144.1483, clause (9), shall be paid on a
costbased payment system that is based on thefiookitg methods and allowable costs of the Medicare program
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Effective for services provided on or after July 1, 2015, rates established for critical access hospitals under this
paragraph for the applibke payment year shall be the final payment and shall not be settled to actual costs
Effective for services delivered on or after the first day of the hospital's fiscal year ending in 2017, the rate for
outpatient hospital services shall be computedgusiformation from each hospital's Medicare cost report as filed
with Medicare for the year that is two years before the year that the rate is being corRateedshall be computed

using information from Worksheet C series until the department finalimesnedical assistance cost reporting
process for critical access hospitalafter the cost reporting process is finalized, rates shall be computed using
information from Title XIX Worksheet D seriesThe outpatient rate shall be equal to ancillary phs$ outpatient

cost, excluding costs related to rural health clinics and federally qualified health clinics, divided by ancillary charges
plus outpatient charges, excluding charges related to rural health clinics and federally qualified health clinics.

(2) The rate described in clause (1) must be increased for hospitals providing high levels of 340Brdeugs
rate adjustment must be based on four percent of each hospital's share of the total reimbursement for 340B drugs to
all critical access hospitalbut must not exceed $3,000,000.

(c) Effective for services provided on or after July 1, 2003, rates that are based on the Medicare outpatient
prospective payment system shall be replaced by a budget neutral prospective payment system that isrugrived usi
medical assistance dat@dhe commissioner shall provide a proposal to the 2003 legislature to define and implement
this provision When implementing prospective payment methodologies, the commissioner shall use general
methods and rate calculation pareters similar to the applicable Medicare prospective payment systems for
services delivered in outpatient hospital and ambulatory surgical center settings unless other payment methodologies
for these services are specified in this chapter.

(d) For feefor-service services provided on or after July 1, 2002, the total payment, beforpatirdiability
and spenddown, made to hospitals for outpatient hospital facility services is reduced by .5 percent from the current
statutory rate.

(e) In addition tothe reduction in paragraph (d), the total payment foifdeeservice services provided on or
after July 1, 2003, made to hospitals for outpatient hospital facility services beforegahiydliability and
spenddown, is reduced five percent from the aursdatutory rates Facilities defined under section 256.969,
subdivision 16, are excluded from this paragraph.

() In addition to the reductions in paragraphs (d) and (e), the total payment-for-frvice services provided
on or after July 12008, made to hospitals for outpatient hospital facility services beforepitd liability and
spenddown, is reduced three percent from the current statutory Mésgal health services and facilities defined
under section 256.969, subdivision 1& axcluded from this paragraph.

EFFECTIVE DATE . This section is effective January 1, 2026, or the January 1 following certification of the
modernized pharmacy claims processing system, whichever is [l commissioner of human services shall
notify the revisor of statutes when certification of the modernized pharmacy claims processing system occurs.

Sec.21. Minnesota Statutes 2022, section 256L.04, subdivision 1c, is amended to read:

Subd.lc. General requirements To be eligible for Minnesot@are, a person must meet the eligibility
requirements of this sectioi person eligible for MinnesotaCaséal with a family income of less than or equal to
200 percent of the federal poverty guidelines nmastbe considered a qualified individual undection 1312 of the
Affordable Care Act, and is not eligible for enrollment in a qualified health plan offered through MNsure under
chapter 62V.

EFFECTIVE DATE . This section is effective January 1, 2027, or upon federal approval, whichever.is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.
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Sec.22. Minnesota Statutes 2022, section 256L.04, subdivision 7a, is amended to read:

Subd.7a Ineligibility . Adults whose income igreater than the limits established under this section may not
enroll in the MinnesotaCare progragxcept as provided in subdivision.15

EFFECTIVE DATE . This section is effective January 1, 2027, or upon federal approval, whichever.is later
The commisioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.23. Minnesota Statutes 2022, section 256L.04, subdivision 10, is amended to read:

Subd.10. Citizenship requirements (a) Eligibility for MinnesotaCee is limited availableto citizens or
nationals of the United Statesd lawfully present noncitizens as defined in Code of Federal Regulations, title 8,
section 103.12 andundocumented noncitizerse-ineligible-for- MinnesetaGard-or purposes of thisubdivision,
an undocumented noncitizen is an individual who resides in the United States without the approval or acquiescence
of the United States Citizenship and Immigration Servideamilies with children who are citizens or nationals of
the United States must cooperate in obtaining satisfactory documentary evidence of citizenship or nationality
according to the requirements of the federal Deficit Reduction Act of 2005, Public Laiw7109

(b) Notwithstanding subdivisions 1 and 7, eligible persomdude families and individuals who alaadfully
present-andheligible for medical assistance by reason of immigration status and who have incomes equal to or less
than 200 percent of federal poverty guidelinescept that these persons may be eligibleeimergency medical
assistance under section 256B.06, subdivision 4

EFFECTIVE DATE . This section is effective January 1, 2025.

Sec.24. Minnesota Statutes 2022, section 256L.04, is amended by adding a subdivision to read:

Subd.15. Personseligible for public option. (a) Families and individuals with income above the maximum
income eligibility limit specified in subdivision 1 or 7 but who meet all other MinnesotaCare eligibility requirements
are eligible for MinnesotaCaréAll other provisons of this chapter apply unless otherwise specified.

(b) Families and individuals may enroll in MinnesotaCare under this subdivision only during an annual open
enrollment period or special enroliment period, as designated by MNsure in compliance d&thofCBederal
Requlations, title 45, parts 155.410 and 155.420.

EFFECTIVE DATE . This section is effective January 1, 2027, or upon federal approval, whichever.is later
The commissioner of human services shall notify the revisor of statutesfederal approval is obtained.

Sec.25. Minnesota Statutes 2022, section 256L.07, subdivision 1, is amended to read:

Subdivision 1 General requirements Individuals enrolled in MinnesotaCare under section 256L.04,
subdivision 1, and individuals enretl in MinnesotaCare under section 256L.04, subdivision 7, whose income
increases above 200 percent of the federal poverty guidedireeso longer eligible for the program astell must
be disenrolled by the commissiopenless the individuals continiinnesotaCare enrollment through the public
option under section 256L.04, subdivision. 1%or persons disenrolled under this subdivision, MinnesotaCare
coverage terminates the last day of the calendar month in which the commissioner sends advanceandiiggta
Code of Federal Regulations, title 42, section 431.211, that indicates the income of a family or individual exceeds
program income limits.

EFFECTIVE DATE . This section is effective January 1, 2027, or upon federal approval, whichever.is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.
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Sec.26. Minnesota Statutes 2022, section 256L.15, subdivision 2, is amended to read:

Subd.2. Sliding fee scale; monthly individual or family income. (a) The commissioner shall establish a
sliding fee scale to determine the percentage of monthly individual or family income that households at different
income levels must pay to obtain coverage through the MinnesotaCare prddrarsliding feescale must be based
on the enrollee's monthly individual or family income.

ium scale

{e) (b) Paragraplb) (a) does not apply to

) children 20 years of age or youngend

{e) (c) Beginning January 20212024 the commissioner shall continue to charge premiunag@ordance with

the simplified premium scale established to comply with the American Rescue Plan Act of 2021, in effect from
January 1, 2021, through December 31, 2025, for families and individuals eligible under section 256L.04,
subdivisions 1 and.7The commissioner shall adjust the premium sestablished-underparagraph &d)needetb

ensure that premiums do not exceed the amount that an individual would have been required to pay if the individual
was enrolled in an applicable benchmark plamadcordance with the Code of Federal Regulations, title 42, section
600.505 (a)(1).

(d) The commissioner shall establish a sliding premium scale for persons eligible through the public option
under section 256L.04, subdivision.1BeginningJanuary 1, 2027, persons eligible through the public option shall
pay premiums according to this premium scdiersons eligible through the public option who are 20 years of age
or younger are exempt from paying premiums.

EFFECTIVE DATE . This sections effective January 1, 2024, except that paragraph (d) is effective January 1,
2027, or upon federal approval, whichever is lafEBhe commissioner of human services shall notify the revisor of
statutes when federal approval is obtained.
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Sec.27. TRANSITION TO MINNESOTACARE PUBLIC OPTION.

(a) The commissioner of human services shall continue to administer MinnesotaCare as a basic health program
in accordance with Minnesota Statutes, section 256L.02, subdivision 5.

(b) The commissioner shall present anpiementation plan for the MinnesotaCare public option under
Minnesota Statutes, section 256L.04, subdivision 15, to the chairs and ranking minority members of the legislative
committees with jurisdiction over health care policy and finance by Janua?2@25, The plan must include:

(1) recommendations for any changes to the MinnesotaCare public option necessary to continue federal basic
health program funding or to receive other federal funding;

(2) recommendations for ensuring sufficient provideripgetion in MinnesotaCare;

(3) estimates of state costs related to the MinnesotaCare public option;

(4) a description of the proposed premium scale for persons eligible through the public option, including an
analysis of the extent to which the propopegimium scale:

(i) ensures affordable premiums for persons across the income spectrum enrolled under the public option; and

(ii) avoids premium cliffs for persons transitioning to and enrolled under the public option; and

(5) draft leqgislation that idades any additional policy and conforming changes necessary to implement the
MinnesotaCare public option and the implementation plan recommendations.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.28. REQUEST FOR FEDERAL APPROVAL.

(a) The commissioner of human services shall seek any federal waivers, approvals, and law changes necessary to
implement the MinnesotaCare public option under Minnesota Statutes, section 256L.04, subdivision 15, including
but not limitedto those waivers, approvals, and law changes necessary to allow the state to:

(1) continue receiving federal basic health program payments for basic health psdigibla MinnesotaCare
enrollees and to receive other federal funding for the Minnesagitdnlic option;

(2) receive federal payments equal to the value of premium tax credits ansha&ost] reductions that
MinnesotaCare enrollees with household incomes greater than 200 percent of the federal poverty guidelines would
otherwise have receideand

(3) receive federal payments equal to the value of emergency medical assistance that would otherwise have been
paid to the state for covered services provided to eligible enrollees.

(b) In implementing this section, the commissioner of human gswshall consult with the commissioner of
commerce and the Board of Directors of MNsure and may contract for technical and actuarial assistance.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.29. ANALYSIS OF BENEFITS AND COSTS OF UNIVERSAL HEALTH CARE SYSTEM
REFORM MODELS.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.
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(b) "All necessary care"” means the full range of services listed in the proplisaésota Health Plan
legislation, including medical, dental, vision and hearing, mental health, chemical dependency treatment,
reproductive and sexual health, prescription drugs, medical equipment and suppliéstrioogre, home care, and
coordinationof care.

(c) "Direct payment system" means the health care delivery system authorized by Minnesota Statutes, section
256.9631.

(d) "MinnesotaCare public option" means the MinnesotaCare expansion to cover individuals eligible under
Minnesota Statutes, sion 256L.04, subdivision 15.

(e) "Other reform models" means alternative models of health care reform, which may include changes to health
system administration, payments, or benefits, and may be comprehensive or specific to selectest:gmaekes or

populations.

(f) "Total public and private health care spending" means:

(1) spending on all medical care including but not limited to dental, vision and hearing, mental health, chemical
dependency treatment, prescription drugs, medical eqnpand supplies, lortgrm care, and home care, whether
paid through premiums, gmays and deductibles, other aftpocket payments, or other funding from government,
employers, or other sources; and

(2) the costs associated with administering, delngeriand paying for the careThe costs of administering,
delivering, and paying for the care includes all expenses by insurers, providers, employers, individuals, and the
government to select, negotiate, purchase, and administer insurance and canegirzltidiot limited to coverage
for health care, dental, lofterm care, prescription drugs, and the medical expense portions of workers
compensation and automobile insurance, and the cost of administering and paying for all health care products and
services that are not covered by insurance.

Subd.2. Initial assumptions. (a) When calculating administrative savings under the universal health proposal,
the analysts shall recognize that simple, direct payment of medical services avoids the need fornmtvidies,
eliminates prior authorization requirements, and eliminates administrative complexity of other payment schemes
along with the need for creating risk adjustment mechanisms, and measuring, tracking, and paying under those risk
adjusted or nonriskdjusted payment schemes by both providers and payors.

(b) The analysts shall assume that, under the universal health proposal, while gross provider payments may be
reduced to reflect reduced administrative costs, net provider income would remain &ntilarcurrent system
However, they shall not assume that payment rate negotiations will track current Medicaid, Medicare, or market
payment rates or a combination of those rates, because provider compensation, after adjusting for reduced
administrativecosts, would not be universally raised or lowered but would be negotiated based on market needs, so
provider compensation might be raised in an underserved area such as mental health but lowered in other areas.

Subd.3. Contract for analysis of proposals analytic tool. (a) The commissioner of health shall contract with
one or more independent entities to:

(1) conduct an analysis of the benefits and costs of a legislative proposal for a universal health care financing
system, based on the legislativeposal known as the Minnesota Health Plan (Regular Session 2023, Senate File
No. 2740/House FildNo. 2798) and a similar analysis of the current health care financing system to assist the state
in comparing the proposal to the current system; and

(2) condict an analysis of the MinnesotaCare public option, the direct payment system, and other reform models,
and a similar analysis of the current health care financing system to assist the state in comparing the models to the

current system.
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(b) In conductinghese analyses, the contractor or contractors shall develop and use an analytic tool that meets
the requirements in subdivision 4, and shall also make this analytic tool available for use by the commissioner.

(c) The commissioner shall issue a requesirffirmation Based on responses to the request for information,
the commissioner shall issue a request for proposals that specifies requirements for the design, analysis, and
deliverables, and shall select one or more contractors based on responsesrdquést for proposals The
commissioner shall consult with the chief authors of this act in implementing this paragraph.

Subd.4. Requirements for analytic tool (a) The analytic tool must be able to assess and model the impact of
the Minnesota Hedit Plan, the direct payment system, the MinnesotaCare public option, and other reform models

on the following:

(1) coverage:ithe number of people who are uninsured versus the number of people who are insured;

(2) benefit completenessadequacy otoverage measured by the completeness of the coverage and the number
of people lacking coverage for key necessary care elements such as dent@inongre, medical equipment or
supplies, vision and hearing, or other health services that are not coemag. The analysis must take into
account the vast variety of benefit designs in the commercial market and report the extent of coverage in each area;

(3) underinsurancewhether people with coverage can afford the care they need or whether vestpthem
from accessing carerhis includes affordability in terms of premiums, deductibles, anebbpbcket expenses;

(4) system capacity:the timeliness and appropriateness of the care received and whether people turn to
inappropriate care such emergency rooms because of a lack of proper care in accordance with clinical guidelines; and

(5) health care spendingptal public and private health care spending in Minnesota, including all spending by
individuals, businesses, and governmeWhererelevant, the analysis shall be broken out by key necessary care
areas, such as medical, dental, and mental he@lk analysis of total health care spending shall examine whether
there are savings or additional costs under the legislative proposalreshipahe existing system due to:

(i) changes in cost of insurance, billing, underwriting, marketing, evaluation, and other administrative functions
for all entities involved in the health care system, including savings from global budgeting for koapial
institutional care instead of billing for individual services provided;

(ii) changed prices on medical services and products, including pharmaceuticals, due to price negotiations under
the proposal;

(iii) impact on utilization, health outcomes, amdrkplace absenteeism due to prevention, early intervention,
and healtlpromoting activities;

(iv) shortages or excess capacity of medical facilities, equipment, and personnel, including caregivers and staff,
under either the current system or the prahascluding capacity of clinics, hospitals, and other appropriate care
sites versus inappropriate emergency room us&be analysis shall break down capacity by geographic differences
such as rural versus metro, and disparate access by population group

(v) the impact on state, local, and federal governmenthsattihcare expenditures This may include areas
such as reduced crime and -afithome placement costs due to mental health or chemical dependency coverage
Additional definition may further eielop hypotheses for other impacts that warrant analysis;

(vi) job losses or gains within the health care system, specifically, in health care delivery, health billing, and
insurance administration;

(vii) job losses or gains elsewhere in the economyeutide proposal due to implementation of the resulting
reduction of insurance and administrative burdens on businesses; and
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(viii) impacts on disparities in health care access and outcomes.

(b) The analytic tool must:

(1) have the capacity monduct interactive microsimulations;

(2) allow comparisons between the Minnesota Health Plan, the direct payment system, the MinnesotaCare public
option, the current delivery system, and other reform models, on the relative impact of these deliveishapgmo
the variables described in paragraph (a); and

(3) allow comparisons based on differing assumptions about the characteristics and operation of the delivery
approaches.

Subd.5. Analyses by the commissioner The commissioner, in cooperation witie commissioners of human
services and commerce and the legislature, may use the analytic tool to assist in the development, design, and
analysis of reform models under consideration by the legislature and state agencies, and to supplement the analyses
of the Minnesota Health Plan, the MinnesotaCare public option, and the direct payment system conducted by the
contractor or contractors under this section.

Subd.6. Report and delivery of analytic tool (a) The contractor or contractors, by January D262 shall
report findings and recommendations to the commissioner, and to the chairs and ranking minority members of the
legislative committees with jurisdiction over health care and commerce, on the design and implementation of the
Minnesota Health Planthe MinnesotaCare public option, and the direct payment systéhe findings and
recommendations must address the feasibility and affordability of the proposals, and the projected impact of the
proposals on the variables listed in subdivision 4.

(b) Thecontractor or contractors shall make the analytic tool available to the commissioner by January 15, 2026.

ARTICLE 3
DEPARTMENT OF HEALTH

Section 1 Minnesota Statutes 2022, section 12A.08, subdivision 3, is amended to read:

Subd.3. Implementation. To implement the requirements of this section, the commissioner may cooperate
with private health care providers and facilitigsibal nationsand community health boards as defined in section
145A.02; provide grants to assist communiitgalth boardsand Tribal nationsiise volunteer services of individuals
qualified to provide public health servigeand enter into cooperative or mutual aid agreements to provide public
health services.

Sec.2. Minnesota Statutes 2022, section 13R38€bdivision 1, is amended to read:

Subdivision 1 Health data generally. (a) Definitions. As used in this subdivision:

(1) "Commissioner" means the commissioner of health.

(2) "Health data" are data on individuals created, collecésgtjved, or maintained by the Department of Health,
political subdivisions, or statewide systems relating to the identification, description, prevention, and control of
disease or as part of an epidemiologic investigation the commissioner designatessaargeo analyze, describe,
or protect the public health.

(b) Data on individuals. (1) Health data are private data on individuaNotwithstanding section 13.05,
subdivision 9, health data may not be disclosed except as provided in this subdivikgstion 13.04.
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(2) The commissioner or a community health board as defined in section 145A.02, subdivision 5, may disclose
health data to the data subject's physician as necessary to locate or identify a case, carrier, or suspect case, to
establish a @ignosis, to provide treatment, to identify persons at risk of illness, or to conduct an epidemiologic
investigation.

(3) With the approval of the commissioner, health data may be disclosed to the extent necessary to assist the
commissioner to locate oredtify a case, carrier, or suspect case, to alert persons who may be threatened by illness
as evidenced by epidemiologic data, to control or prevent the spread of serious disease, or to diminish an imminent
threat to the public health.

/be provided

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.3. Minnesota Statutes 2022, sectitBA.151, subdivision 2, is amended to read:

Subd.2. Exceptions (a) If a state official litigates or settles a matter on behalf of specific injured persons or
entities, this section does not prohibit distribution of money to the specific injured peys@mtities on whose
behalf the litigation or settlement efforts were initiatéfimoney recovered on behalf of injured persons or entities
cannot reasonably be distributed to those persons or entities because they cannot readily be locate@amoidentifi
because the cost of distributing the money would outweigh the benefit to the persons or entities, the money must be
paid into the general fund.

(b) Money recovered on behalf of a fund in the state treasury other than the general fund may bel deposite
that fund.

(c) This section does not prohibit a state official from distributing money to a person or entity other than the state
in litigation or potential litigation in which the state is a defendant or potential defendant.

(d) State agencies magcept funds as directed by a federal court for any restitution or monetary penalty under
United States Code, title 18, section 3663(a)(3), or United States Code, title 18, section 3663A{aj(®3
received must be deposited in a special revenue acaadrdre appropriated to the commissioner of the agency for
the purpose as directed by the federal court.

(e) Tobacco settlement revenues as defined in section 16A.98, subdivision 1, paragraph (t), may be deposited as
provided in section 16A.98, subdivisi 12.

(f) Any money received by the state resulting from a settlement agreement or an assurance of discontinuance
entered into by the attorney general of the state, or a court order in litigation brought by the attorney general of the
state, orbehalf of the state or a state agency, related to alleged violations of consumer fraud laws in the marketing,
sale, or distribution of opioids in this state or other alleged illegal actions that contributed to the excessive use of
opioids, must be depositeén the settlement account established in the opiate epidemic response fund under section
256.043, subdivision .1 This paragraph does not apply to attorney fees and costs awarded to the state or the
Attorney General's Office, to contract attorneys hibgdthe state or Attorney General's Office, or to other state
agency attorneys.

(9) Notwithstanding paragraph (f), if money is received from a settlement agreement or an assurance of
discontinuance entered into by the attorney general of the state ort @mhar in litigation brought by the attorney
general of the state on behalf of the state or a state agency against a consulting firm working for an opioid
manufacturer or opioid wholesale drug distributor, the commissioner shall deposit any moneyd reteivhe
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settlement account established within the opiate epidemic response fund under section 256.042, subdivision 1
Notwithstanding section 256.043, subdivision 3a, paragraph (a), any amount deposited into the settlement account in
accordance with th paragraph shall be appropriated to the commissioner of human services to award as grants as
specified by the opiate epidemic response advisory council in accordance with section 256.043, subdivision 3a,
paragraph (d).

(h) Any money received by the statesulting from a settlement agreement or an assurance of discontinuance
entered into by the attorney general of the state, or a court order in litigation brought by the attorney general of the
state on behalf of the state or a state agency relatecetredliviolations of consumer fraud laws in the marketing,
sale, or distribution of electronic nicotine delivery systems in this state or other alleged illegal actions that
contributed to the exacerbation of youth nicotine use, must be deposited in the® toba@revention account under
section 144.398 This paragraph does not apply tét) attorney fees and costs awarded or paid to the state or the
Attorney General's Office; (2) contract attorneys hired by the state or Attorney General's Office;thel(3tate

agency attorneys.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.4. Minnesota Statutes 2022, section 62J.17, subdivision 5a, is amended to read:

Subd.5a Retrospectwe rewew (a) The commlssmner shalétrospecuvely review each major spending
commitment andietify , atletermine whether the
major spending commltment was approprlale maklng the determlnatlon the commissioner may conglue
following criteria: the major spending commitment's impact on the cost, access, and quality of health care; the
clinical effectiveness and cestfectiveness of the major spending commitment; and the alternatives available to the
provider. If the major expenditure is determined not to be appropriate, the commissioner shall notify the provider.

(b) The commissioner may not prevent or prohibit a major spending commitment subject to retrospective review
However, if the provider fails the retrospeetireview, any major spending commitments by that provider for the
five-year period following the commissioner's decision are subject to prospective review under subdivision 6a.

Sec.5. [62J.811] PROVIDER BALANCE BILLING REQUIREMENTS.

Subdivision 1 Billing requirements. (a) Each health care provider and health facility shall comply with
Consolidated Appropriations Act, 2021, Division BB also known as the "No Surprises Act," including any federal
regulations adopted under that act.

(b) For the purposes of this section, "provider"” or "facility” means any health care provider or facility pursuant to
section 62A.63, subdivision 2, or 62J.03, subdivision 8, that is subject to relevant provisions of the No Surprises Act.

Subd.2. Compliance The commissioner shall, to the extent practicable, seek the cooperation of health care
providers and facilities and may provide any support and assistance as available, in obtaining compliance with this
section.

Sec.6. [62J.826] MEDICAL AND DENT AL PRACTICES; CURRENT STANDARD CHARGES.

Subdivision 1 Definitions. (a) The definitions in this subdivision apply to this section.

(b) "CDT code" means a code value drawn from the Code on Dental Procedures and Nomenclature published by
the American Dental Association.

(c) "Chargemaster" means the list of all individual items and services maintained by a medical or dental practice
for which the medical or dental practice has established a charge.
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(d) "Commissioner" means the commissionenedlth.

(e) "CPT code" means a code value drawn from the Current Procedural Terminology published by the American
Medical Association.

(f) "Dental service" means a service charged using a CDT code.

(9) "Diagnostic laboratory testing” means a servicergd using a CPT code within the CPT code range of
80047 to 89398.

(h) "Diagnostic radiology service" means a service charged using a CPT code within the CPT code range of
70010 to 79999 and includes the provision ahys, computed tomography scans,ifos emission tomography
scans, magnetic resonance imaging scans, and mammographies.

(i) "Hospital" means an acute care institution licensed under sections 144.50 to 144.58, but does not include a
health care institution conducted for those who rely arily upon treatment by prayer or spiritual means in
accordance with the creed or tenets of any church or denomination.

(1) "Medical or dental practice" means a business that:

(1) earns revenue by providing medical care or dental services to the public;

(2) issues payment claims to health plan companies and other payers; and

(3) may be identified by its federal tax identification number.

(k) "Outpatient surgical center" means a health care facility other than a hospital offering elective outpatient
sumgery under a license issued under sections 144.50 to 144.58.

(I) "Standard charge" means the reqular rate established by the medical or dental practice for an item or service
provided to a specific group of paying patientis includes all of théollowing:

(1) the charge for an individual item or service that is reflected on a medical or dental practice's chargemaster,
absent any discounts;

(2) the charge that a medical or dental practice has negotiated with-pdhiygayer for an item or sece;

(3) the lowest charge that a medical or dental practice has neqgotiated with afiatiirgpayers for an item or
Service;

(4) the highest charge that a medical or dental practice has negotiated with glbthyrgayers for an item or
service; and

(5) the charge that applies to an individual who pays cash, or cash equivalent, for an item or service.

Subd.2. Requirement; current standard charges The following medical or dental practices must make
available to the public a list oheir current standard charges, as reflected in the medical or dental practice's
chargemaster, for all items and services provided by the medical or dental practice:

(1) hospitals;

(2) outpatient surgical centers; and
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(3) any other medical or dental priget that has revenue of greater than $50,000,000 per year and that derives
the majority of its revenue by providing one or more of the following services:

(i) diagnostic radiology services;

(i) diagnostic laboratory testing;

(iii) orthopedic surgical ppcedures, including joint arthroplasty procedures within the CPT code range of 26990
to 27899;

(iv) ophthalmologic surgical procedures, including cataract surgery coded using CPT code 66982 or 66984, or
refractive correction surgery to improviesual acuity;

(v) anesthesia services commonly provided as an ancillary to services provided at a hospital, outpatient surgical
center, or medical practice that provides orthopedic surgical procedures or ophthalmologic surgical procedures;

(vi) oncologyservices, including radiation oncology treatments within the CPT code range of 77261 to 77799
and drug infusions; or

(vii) dental services.

Subd.3. Required file format and content (a) A medical or dental practice that is subject to this sectiomh mus
make available to the public, and must report to the commissioner, current standard charges using the format and
data elements specified in the currently effective version of the Hospital Price Transparency Sample Format (Tall)
(CSV) and related data dignary recommended for hospitals by the Centers for Medicare and Medicaid Services
(CMS). If CMS modifies or replaces the specifications for this format, the form of this file must be modified or
replaced to conform with the new CMS specifications bydhee specified by CMS for compliance with its new
specifications All prices included in the file must be expressed as dollar amoiliis data must be in the form of
a commaseparatedralues file that can be directly imported without further editingeonediation into a relational
database table that has been designed to receive theseTilesmedical or dental practice must make the file
available to the public in a manner specified by the commissioner and must report the file to the comnmsaioner i
manner and frequency specified by the commissioner.

(b) A medical or dental practice must test its file for compliance with paragraph (a) before making the file
available to the public and reporting the file to the commissioner.

(c) A hospital must @mply with this section no later than January 1, 2024medical or dental practice that
meets the requirements in subdivision 2, clause (3), or an outpatient surgical center must comply with this section no
later than January 1, 2025.

Sec.7. MinnesotaStatutes 2022, section 62J.84, subdivision 2, is amended to read:

Subd.2. Definitions. (a) For purposes of this section, the terms defined in this subdivision have the meanings
given.

(b) "Biosimilar" means a drug that is produced or distributed yaunsto a biologics license application
approved under United States Code, title 42, section 262(K)(3).

(c) "Brand name drug" means a drug that is produced or distributed pursuant to:

(1) an-eriginal,a new drug application approved under United States Code, title 21, section 355(c), except for a
generic drug as defined under Code of Federal Regulations, title 42, section 447.502; or

(2) a biologics license application approved under United States italé5 42, section 262(a)(c).
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(d) "Commissioner" means the commissioner of health.

(e) "Generic drug" means a drug that is marketed or distributed pursuant to:

(1) an abbreviated new drug application approved under United States Code, sidet@h, 355(j);

(2) an authorized generic as defined under Code of Federal Regulatiod$ 4ilesection 447.502; or

(3) a drug that entered the market the year before 1962 and was not originally marketed under a new drug
application.

(f) "Manufactuer" means a drug manufacturer licensed under section 151.252.

(9) "New prescription drug" or "new drug" means a prescription drug approved for marketing by the United
States Food and Drug Administrati@RDA) for which no previous wholesale acquisitioost has been established
for comparison.

(h) "Patient assistance program” means a program that a manufacturer offers to the public in which a consumer
may reduce the consumer's -aitpocket costs for prescription drugs by using coupons, discount caegajg gift
cards, manufacturer debit cards, or by other means.

(i) "Prescription drug" or "drug" has the meaning provided in section 151.441, subdivision 8.

() "Price” means the wholesale acquisition cost as defined in United States Code, title titshy sec
1395w3a(c)(6)(B).

(k) "30-day supply" means the total daily dosage units of a prescription drug recommended by the prescribing
label approved by the FDA for 30 dayslf the FDA-approved prescribing label includes more than one
recommended daily dage, the 3@lay supply is based on the maximum recommended daily dosage on the
FDA-approved prescribing label.

() "Course of treatment” means the total dosage of a single prescription for a prescription drug recommended by
the FDA-approved prescribing teel. If the FDA-approved prescribing label includes more than one recommended
dosage for a single course of treatment, the course of treatment is the maximum recommended dosage on the
EDA-approved prescribing label.

(m) "Drug product family" means a gnpwf one or more prescription drugs that share a unique generic drug
description or nontrade name and dosage form.

(n) "National drug code" means the thisment code maintained by the federal Food and Drug Administration
that includes a labeler codepmduct code, and a package code for a drug product and that has been converted to an
11-digit format consisting of five digits in the first segment, four digits in the second segment, and two digits in the
third segment A threesegment code shall bercgidered converted to an -tligit format when, as necessary, at
least one "0" has been added to the front of each segment containing less than the specified number of digits such
that each segment contains the specified number of digits.

(o) "Pharmacy" or "pharmacy provider" means a place of business licensed by the Board of Pharmacy under
section 151.19 in which prescription drugs are prepared, compounded, or dispensed under the supervision of a

pharmacist.

(p) "Pharmacy benefit manager"'8#BM" means an entity licensed to act as a pharmacy benefit manager under
section 62W.03.
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(q) "Pricing unit" means the smallest dispensable amount of a prescription drug product that could be dispensed.

() _"Reporting entity" means any manufacturer, pheoyn pharmacy benefit manager, wholesale drug
distributor, or any other entity required to submit data under this section

(s) "Wholesale drug distributor" or "wholesaler' means an entity that:

(1) is licensed to act as a wholesale drug distributoeuséction 151.47; and

(2) distributes prescription drugs, of which it is not the manufacturer, to persons or entities, or both, other than a
consumer or patient in the state.

Sec.8. Minnesota Statutes 2022, section 62J.84, subdivision 3, is amendediio

Subd.3. Prescription drug price increases reporting (a) Beginning January 1, 2022, a drug manufacturer
must submit to the commissioner the information described in paragraph (b) for each prescription drug for which the
price was $100 or greatfar a 3Gday supply or for a course of treatment lasting less than 30 days and:

(1) for brand name drugs where there is an increase of ten percent or greater in the price over the previous
12-month period or an increase of 16 percent or greater ipribe over the previous 2#onth period; and

(2) for genericor biosimilar drugs where there is an increase of 50 percent or greater in the price over the
previous 12month period.

(b) For each of the drugs described in paragraph (a), the manufactlfesugimit to the commissioner no later
than 60 days after the price increase goes into effect, in the form and manner prescribed by the commissioner, the
following information, if applicable:

(1) the nramedescriptionand price of the drug and the net riease, expressed as a percentagéh the
following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form:;

(iv) the strength; and

(v) the package size;

(2) the factors that contributed to the pricerease;

(3) the name of any generic version of the prescription drug available on the market;

(4) the mtroductory prlce of the prescrlptlon drug When it wp:p#eved—few&a#ketmg—by—the—Feed—and—Drug

ﬂ#e—yeawtsmtroduced for sale in the Unlted States and the price of the druq on the Iast day of each of the five
calendar years preceding the price incrpase
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(5) the direct costs incurd during the previous tfhonth periodby the manufacturer that are associated with
the prescription drug, listed separately:

(i) to manufacture the prescription drug;

(i) to market the prescription drug, including advertising costs; and

(iii) to distribute the prescription drug;

(6) the total sales revenue for the prescription drug during the previemsith period;

(7) the manufacturer's net profit attributable to the prescription drug during the previmuni? period;

(8) the total amount of financial assistance the manufacturer has provided through patient prescription assistance
programgduring the previous tthonth periodif applicable;

(9) any agreement between a manufacturer and another entity contingent upletasrip offering to market a
generic version of the prescription drug;

(10) the patent expiration date of the prescription drug if it is under patent;
(11) the name and location of the company that manufactured theaddig;
(12) if a brand name preagation drug, theten highestprices price paid for the prescription drug during the

previous calendar year ny-country-other-thathe ten countries, excludinpe United Statesthat charged the
highest single price for the prescription drug; and

(13) if the prescription drug was acquired by the manufacturer during the previeusritB period, all of the
following information:

(i) price at acquisition;

(i) price in the calendar year prior to acquisition;

(iii) name of the company from whidhe drug was acquired;

(iv) date of acquisition; and

(v) acquisition price.

(c) The manufacturer may submit any documentation necessary to support the information reported under this
subdivision.

Sec.9. Minnesota Statutes 2022, section 62JsBdbdivision 4, is amended to read:

Subd.4. New prescription drug price reporting. (a) Beginning January 1, 2022, no later than 60 days after a
manufacturer introduces a new prescription drug for sale in the United States that is a new brand naiitte alrug w
price that is greater than the tier threshold established by the Centers for Medicare and Medicaid Services for
specialty drugs in the Medicare Part D program for @l®@ supplyor for a course of treatment lasting fewer than
30 daysor a new genetior biosimilar drug with a price that is greater than the tier threshold established by the
Centers for Medicare and Medicaid Services for specialty drugs in the Medicare Part D programday a30ply
or for a course of treatment lasting fewer th@ndaysand is not at least 15 percent lower than the referenced brand
name drug when the generic or biosimilar drug is launched, the manufacturer must submit to the commissioner, in
the form and manner prescribed by the commissioner, the following informétapplicable:
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(1) the description of the drug, with the following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form;

(iv) the strength; and

(v) the package size;

) (2) the price of the prescription wly;

2 (3) whether the Food and Drug Administration granted the new prescription drug a breakthrough therapy
designation or a priority review;

3) (4) the direct costs incurred by the manufacturer that are associated with the prescription drug, listed
separately:

(i) to manufacture the prescription drug;

(ii) to market the prescription drug, including advertising costs; and
(iii) to distribute the prescription drug; and

4 (5) the patent expiration date of the drug if it is under patent.

(b) The manufacturer may submit documentation necessary to support the information reported under this
subdivision.

Sec.10. Minnesota Statutes 2022, section 62J.84, subdivision 6, is amended to read:

Subd.6. Public posting of prescription drug price information. (a) The commissioner shall post on the
department's website, or may contract with a private entity or consortium that satisfies the standards of section
62U.04, subdivision 6, to meet this requirement, the following information:

(1) a list of the pescription drugs reported under subdivisions 3, 4,5l to 14and the manufacturers of
those prescription drugs; and

(2) information reported to the commissioner under subdivisions 3, 4 &hdo 14

(b) The information must be published in an ettsyead format and in a manner that identifies the information
that is disclosed on a pdrug basis and must not be aggated in a manner that prevents the identification of the
prescription drug.

(c) The commissioner shall not post to the department's website or a private entity contracting with the
commissioner shall not post any information described in this sedtitve information is not public data under
section 13.02, subdivision 8a; or is trade secret information under section 13.37, subdivision 1, paragraph (b); or is
trade secret information pursuant to the Defend Trade Secrets Act of 2016, United Statetifl€dde,section
1836, as amendedIf a manufacturer believes information should be withheld from public disclosure pursuant to
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this paragraph, the manufacturer must clearly and specifically identify that information and describe the legal basis
in writing when the manufacturer submits the information under this sedfitiie commissioner disagrees with the
manufacturer's request to withhold information from public disclosure, the commissioner shall provide the
manufacturer written notice that theamnfnation will be publicly posted 30 days after the date of the notice.

(d) If the commissioner withholds any information from public disclosure pursuant to this subdivision, the
commissioner shall post to the department's website a report describingttine of the information and the
commissioner's basis for withholding the information from disclosure.

(e) To the extent the information required to be posted under this subdivision is collected and made available to
the public by another state, by the itbrsity of Minnesota, or through an online drug pricing reference and
analytical tool, the commissioner may reference the availability of this drug price data from another source
including, within existing appropriations, creating the ability of the putdi access the data from the source for
purposes of meeting the reporting requirements of this subdivision.

Sec.11. Minnesota Statutes 2022, section 62J.84, subdivision 7, is amended to read:

Subd.7. Consultation. (a) The commissioner may consulithva private entity or consortium that satisfies the
standards of section 62U.04, subdivision 6, the University of Minnesota, or the commissioner of commerce, as
appropriate, in issuing the form and format of the information reported under this settfmsting information
pursuant to subdivision 6; and in taking any other action for the purpose of implementing this section.

(b) The commissioner may consult with representatives oftheufacturergeporting entitieso establish a
standard format for reporting information under this section and may use existing reporting methodologies to
establish a standard format to minimize administrative burdens to the statexauatheturerseporting entities

Sec.12. Minneta Statutes 2022, section 62J.84, subdivision 8, is amended to read:

Subd.8. Enforcement and penalties (a) A manufacturereporting entitymay be subject to a civil penalty, as
provided in paragraph (b), for:

(1) failing to reqgister under subdivisid5;

) (2) failing to submit timely reports or notices as required by this section;
2 (3) failing to provide information required under this section; or
£3) (4) providing inaccurate or incomplete information under this section.

(b) The commissioneshall adopt a schedule of civil penalties, not to exceed $10,000 per day of violation, based
on the severity of each violation.

(c) The commissioner shall impose civil penalties under this section as provided in section 144.99, subdivision 4.

(d) The commissioner may remit or mitigate civil penalties under this section upon terms and conditions the
commissioner considers proper and consistent with public health and safety.

(e) Civil penalties collected under this section shall be deposited hrettih care access fund.

Sec.13. Minnesota Statutes 2022, section 62J.84, subdivision 9, is amended to read:

Subd.9. Legislative report. (a) No later than May 15, 2022, and by January 15 of each year thereafter, the
commissioner shall report to tiehairs and ranking minority members of the legislative committees with jurisdiction

over commerce and health and human services policy and finance on the implementation of this section, including
but not limited to the effectiveness in addressing thevatig goals:
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(1) promoting transparency in pharmaceutical pricing for the state and other payers;
(2) enhancing the understanding on pharmaceutical spending trends; and
(3) assisting the state and other payers in the managenm@mrofiaceutical costs.

(b) The report must include a summary of the information submitted to the commissioner under subdivisions 3,
4,and511 to 14

Sec.14. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to read:

Subd.10. Notice of prescription drugs of substantial public interest (a) No later than January 31, 2024, and
guarterly thereafter, the commissioner shall produce and post on the department's website a list of prescription drugs
that the department determin&srepresent a substantial public interest and for which the department intends to
request data under subdivisions 11 to 14, subject to paragraphriie) department shall base its inclusion of
prescription drugs on any information the department detesmisierelevant to providing greater consumer
awareness of the factors contributing to the cost of prescription drugs in the state, and the department shall consider
drug product families that include prescription drugs:

(1) that triggered reporting undeuksivision 3 or 4 during the previous calendar quarter;

(2) for which average claims paid amounts exceeded 125 percent of the price as of the claim incurred date during
the most recent calendar guarter for which claims paid amounts are available; or

(3) that are identified by members of the public during a public comment process.

(b) Not sooner than 30 days after publicly posting the list of prescription drugs under paragraph (a), the
department shall notify, via email, reporting entities registered thithdepartment of the requirement to report
under subdivisions 11 to 14.

(c) No more than 500 prescription drugs may be designated as having a substantial public interest in any one
notice.

Sec.15. Minnesota Statutes 2022, section 62J.84, is amendadding a subdivision to read:

Subd.11. Manufacturer prescription drug substantial public interest reporting. (a) Beginning January 1,
2024, a manufacturer must submit to the commissioner the information described in paragraph (b) for any

prescriptiondrug:

(1) included in a notification to report issued to the manufacturer by the department under subdivision 10;

(2) which the manufacturer manufactures or repackages;

(3) for which the manufacturer sets the wholesale acquisition cost; and

(4) for which the manufacturer has not submitted data under subdivision 3 during tdayl@6riod prior to the
date of the notification to report.

(b) For each of the drugs described in paragraph (a), the manufacturer shall submit to the commissioner no later
than 60 days after the date of the notification to report, in the form and manner prescribed by the commissioner, the
following information, if applicable:
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(1) a description of the drug with the following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the price of the drug product on the later of:

(i) the day one year prior to the date of the notification to report;

(ii) the introduced to market date; or

(iii) the acquisition date;

(3) the price of the drug product on the date of the notification to report;

(4) the introductory price of the prescription drug when it was introduced for sale in the United States and the
price of the drug on the laday of each of the five calendar years preceding the date of the notification to report;

(5) the direct costs incurred during the-h®nth period prior to the date of the notification to report by the
manufacturers that are associated with the presarigtiog, listed separately:

(i) to manufacture the prescription drug;

(ii) to market the prescription drug, including advertising costs; and

(iii) to distribute the prescription drug;

(6) the number of units of the prescription drug sold during thend®h period prior to the date of the
notification to report;

(7) the total sales revenue for the prescription drug during thRedi2h period prior to the date of the
notification to report;

(8) the total rebate payable amount accrued for the preserightiay during the 1-Pnonth period prior to the date
of the natification to report;

(9) the manufacturer's net profit attributable to the prescription drug during #medih period prior to the date
of the natification to report;

(10) the total amount fofinancial assistance the manufacturer has provided through patient prescription
assistance programs during theri@nth period prior to the date of the notification to report, if applicable;

(11) any agreement between a manufacturer and another emiiggent upon any delay in offering to market a
generic version of the prescription drug;
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(12) the patent expiration date of the prescription drug if the prescription drug is under patent;

(13) the name and location of the company thahufactured the drug;

(14) if the prescription drug is a brand name prescription drug, the ten countries other than the United States that
paid the highest prices for the prescription drug during the previous calendar year and their prices; and

(15) if the prescription drug was acquired by the manufacturer withinrrmdith period prior to the date of the
notification to report, all of the following information:

(i) the price at acquisition;

(ii) the price in the calendar year prior to acquisition;

(iii) the name of the company from which the drug was acquired;

(iv) the date of acquisition; and

(v) the acquisition price.

(c) The manufacturer may submit any documentation necessary to support the information reported under this
subdivision.

Sec.16. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to read:

Subd.12. Pharmacy prescription drug substantial public interest reporting (a) Beginning January 1, 2024,
a pharmacy must submit to the commissioner the informatimcribed in paragraph (b) for any prescription drug
included in a notification to report issued to the pharmacy by the department under subdivision 10.

(b) For each of the drugs described in paragraph (a), the pharmacy shall submit to the commiskitarehan
60 days after the date of the notification to report, in the form and manner prescribed by the commissioner, the
following information, if applicable:

(1) a description of the drug with the following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the number of units of the drug acquired during thenbhth period prior to the date of the natification to
report;

(3) the total spenbefore rebates by the pharmacy to acquire the drug during thedih period prior to the
date of the notification to report;

(4) the total rebate receivable amount accrued by the pharmacy for the drug duringrtbeti ®eriod prior to
the date of th notification to report;
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(5) the number of pricing units of the drug dispensed by the pharmacy during-thenit? period prior to the
date of the notification to report;

(6) the total payment receivable by the pharmacy for dispensing the drug indingliadient cost, dispensing
fee, and administrative fees during therh@nth period prior to the date of the notification to report;

(7) the total rebate payable amount accrued by the pharmacy for the drug duringrtbetteriod prior to the
date of he notification to report; and

(8) the average cash price paid by consumers per pricing unit for prescriptions dispensed where no claim was
submitted to a health care service plan or health insurer during theodih period prior to the date of the
notification to report.

(c) The pharmacy may submit any documentation necessary to support the information reported under this
subdivision.

Sec.17. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to read:

Subd.13. PBM prescription drug substantial public interest reporting. (a) Beginning January 1, 2024, a
PBM must submit to the commissioner the information described in paragraph (b) for any prescription drug included
in a notification to report issued to the PBM be ttepartment under subdivision. 10

(b) For each of the drugs described in paragraph (a), the PBM shall submit to the commissioner no later than 60
days after the date of the notification to report, in the form and manner prescribed by the commi&oner,
following information, if applicable:

(1) a description of the drug with the following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form:;

(iv) the strength; and

(v) the package size;

(2) the number of jixing units of the drug product filled for which the PBM administered claims during the
12-month period prior to the date of the notification to report;

(3) the total reimbursement amount accrued and payable to pharmacies for pricing units of thedircty pro
filled for which the PBM administered claims during therf@nth period prior to the date of the notification to

report;

(4) the total reimbursement or administrative fee amount, or both, accrued and receivable from payers for pricing
units of the dug product filled for which the PBM administered claims during thenb®th period prior to the date
of the notification to report;

(5) the total rebate receivable amount accrued by the PBM for the drug product duringrtbatth?eriod prior
to the datef the notification to report; and

(6) the total rebate payable amount accrued by the PBM for the drug product duringribathZeriod prior to
the date of the notification to report.
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(c) The PBM may submit any documentation necessanguggport the information reported under this
subdivision.

Sec.18 Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to read:

Subd.14. Wholesale drug distributor prescription drug substantial public interest reporting. (a)
Beginning January 1, 2024, a wholesale drug distributor must submit to the commissioner the information described
in paragraph (b) for any prescription drug included in a notification to report issued to the wholesale drug distributor
by the department ued subdivision 10

(b) For each of the drugs described in paragraph (a), the wholesale drug distributor shall submit to the
commissioner no later than 60 days after the date of the notification to report, in the form and manner prescribed by
the commis®ner, the following information, if applicable:

(1) a description of the drug with the following listed separately:

(i) the national drug code;

(ii) the product name;

(iii) the dosage form;

(iv) the strength; and

(v) the package size;

(2) the numbe of units of the drug product acquired by the wholesale drug distributor during therith
period prior to the date of the notification to report;

(3) the total spent before rebates by the wholesale drug distributor to acquire the drug producthduring t
12-month period prior to the date of the notification to report;

(4) the total rebate receivable amount accrued by the wholesale drug distributor for the drug product during the
12-month period prior to the date of the notification to report;

(5) thenumber of units of the drug product sold by the wholesale drug distributor during-thertl period
prior to the date of the notification to report;

(6) gross revenue from sales in the United States generated by the wholesale drug distritihi®rdfog
product during the IPnonth period prior to the date of the notification to report; and

(7) total rebate payable amount accrued by the wholesale drug distributor for the drug product during the
12-month period prior to the date of the notificatito report.

(c) The wholesale drug distributor may submit any documentation necessary to support the information reported
under this subdivision.

Sec.19. Minnesota Statutes 2022, section 62J.84, is amended by adding a subdivision to read:

Subd.15. Registration requirements Beginning January 1, 2024, a reporting entity subject to this chapter
shall reqgister with the department in a form and manner prescribed by the commissioner.
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Sec.20. Minnesota Statutes 2022, section 62J.84, is amended hygaaldubdivision to read:

Subd.16. Rulemaking. For the purposes of this section, the commissioner may use the expedited rulemaking
process under section 14.389.

Sec.21. Minnesota Statutes 2022, section 62Q.01, is amended by adding a subdivisimaft to r

Subd.6b. No Surprises Act "No Surprises Act" means Division BB of the Consolidated Appropriations Act,
2021, which amended Title XXVII of the Public Health Service Act, Public Law28l0h and any amendments to
and any federal guidance mgulations issued under this act.

Sec.22. Minnesota Statutes 2022, section 62Q.021, is amended by adding a subdivision to read:

Subd.3. Compliance with 2021 federal law Each health plan company, health provider, and health facility
shall comply wih the No Surprises Act, including any federal regulations adopted under the act, to the extent that
the act imposes requirements that apply in this state but are not required under the laws of .thifhiate
subdivision does not require compliance withy provision of the No Surprises Act before the effective date
provided for that provision in the No Surprises Athe commissioner shall enforce this subdivision.

Sec.23. Minnesota Statutes 2022, section 62Q.55, subdivision 5, is amended to read:

Subd.5. Coverage restrictions or limitations If emergency services are provided by a nonparticipating
provider, with or without prior authorization, the health plan company shall not impose coverage restrictions or
limitations that are more restrictivihan apply to emergency services received from a participating provider
Costsharing requirements that apply to emergency services receivenf-ioetwork must be the same as the
costsharing requirements that apply to services receivedeiwork and &all count toward the kmetwork
deductible All coverage and charges for emergency services must comply with the No Surprises Act

Sec.24. Minnesota Statutes 2022, section 62Q.556, is amended to read:

620Q.556 UNAUTHORIZED—PROVDER—SERVUCES- CONSUMER PROTECTIONS AGAINST
BALANCE BILLING .

Subdivision 1 Ynautheorized-providerservicesNonparticipating provider balance billing prohibition . (a)
Except as provided in paragrafd)unadtherized-provider-services-ocfl), balance billing is prahited when an

enrollee receives servicésm:

(1) frem a nonparticipating provider at a participating hospital or ambulatory surgical ceht,the-services
arerenderedas described by the No Surprises Act, including any fedegalations adopted under that act;

(2) from a participating provider that sends a specimen taken from the enrollee in the participating provider's
practice setting to a nonparticipating laboratory, pathologist, or other medical testing-fawility

(3) a nonparticipatingprovider or facility providing emergency services as defined in section 62Q.55,
subdivision 3, and other services as described in the requirements of the No Surprises Act.
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{¢e) (b) The services described in paragraph ¢l@sse-2rlauses (1), (2), and (3), as defined in the No Surprises
Act, and any federal regulations adopted under thataaenot-unauthorized-provider-serviceabject tobalance
billing if the enrolleegives—advance—writteprovides informedconsentte prior to receiving services frorthe
nonparticipatingprovider acknowledging that the use of a provider, or the services to be rendered, may result in
costs not covered e health plan The informed consent must comply with all requirements of the No Surprises
Act, including any federal requlations adopted under that act.

Subd.2. Prehibition- Costsharing requirements and independent dispute resolution (a) An enroll@'s
financial responsibility for thenautherizechonparticipatingprovider serviceglescribed in subdivision 1, paragraph
(a), shall be the same cesharing requirements, including -payments, deductibles, coinsurance, coverage
restrictions, and coveradimitations, as those applicable to services received by the enrollee from a participating
provider A health plan company must apply any enrollee cost sharing requirements, inclueagnoents,
deductibles, and coinsurance, femrautherized nonparticipating provider services to the enrollee's annual
out-of-pocket limit to the same extent payments to a participating provider would be applied.

(b) A health plan company must attempt to negotiate the reimbursement, less any lapplicaliee cost
sharing under paragraph (a), for theautherizednonparticipatingprovider services with the nonparticipating
provider If a—health—plan—company's—and—nonparticipating—providers—attethgtsattemptto negotiate
reimbursement for thhe&lfeh—eapenonpartlcmatmq prowdeserwcesde doesnot result in a resolutiorthe-health

Nith aragraph

mdependent dispute resolutlon process pursuant to the No SarAntsencludlnq any federal requlations adopted
under that act.

3 to other
5 e particy ase, and the
d i national—independent,
e i plans in

Subd.3. Annual data reporting. (a) Beginning April 1, 2024, a health plan company must report annually to
the commissioner of health:

(1) the total number of claims and total billed and paid amounts for nonparticigmbtrigler services, by
service and provider type, submitted to the health plan in the prior calendar year; and

(2) the total number of enrollee complaints received regarding the rights and protections established by the No
Surprises Act in the prior caleadyear.

(b) The commissioners of commerce and health shall develop the form and manner for health plan companies to
comply with paragraph (a).
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Subd.4. Enforcement (a) Any provider or facility, including a health care provider or facility pursuant to
section 62A.63, subdivision 2, or 62J.03, subdivision 8, that is subject to the relevant provisions of the No Surprises
Act is subject to the requirements of this section and section 62J.811.

(b) The commissioner of commerce or health shall enforcedhtos.

(c) If a healthrelated licensing board has cause to believe that a provider has violated this section, it may further
investigate and enforce the provisions of this section pursuant to chapter 214.

Sec.25. Minnesota Statutes 2028ction 62Q.56, subdivision 2, is amended to read:

Subd.2. Change in health plans (a) If an enrollee is subject to a change in health plans, the enrollee's new
health plan company must provide, upon request, authorization to receive servicesdtizrarise covered under
the terms of the new health plan through the enrollee's current provider:

(1) for up to 120 days if the enrollee is engaged in a current course of treatment for one or more of the following
conditions:

(i) an acute condition;
(i) a life-threatening mental or physical iliness;
(iii) pregnancybeyend-the-first trimester-of preghancy

(iv) a physical or mental disability defined as an inability to engage in one or more major life activities, provided
that the disability hakasted or can be expected to last for at least one year, or can be expected to result in death; or

(v) a disabling or chronic condition that is in an acute phase; or

(2) for the rest of the enrollee's life if a physician certifies that the enrolleenfagacted lifetime of 180 days
or less.

For all requests for authorization under this paragraph, the health plan company must grant the request for
authorization unless the enrollee does not meet the criteria provided in this paragraph.

(b) The health lan company shall prepare a written plan that provides a process for coverage determinations
regarding continuity of care of up to 120 days for new enrollees who request continuity of care with their former
provider, if the new enrollee:

(2) is receivingculturally appropriate services and the health plan company does not have a provider in its
preferred provider network with special expertise in the delivery of those culturally appropriate services within the
time and distance requirements of section 628, subdivision 1; or

(2) does not speak English and the health plan company does not have a provider in its preferred provider
network who can communicate with the enrollee, either directly or through an interpreter, within the time and
distance requimments of section 62D.124, subdivision 1.

The written plan must explain the criteria that will be used to determine whether a need for continuity of care exists
and how it will be provided.

(c) This subdivision applies only to group coverage and contoruand conversion coverage, and applies only
to changes in health plans made by the employer.
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Sec.26. Minnesota Statutes 2022, section 62Q.73, subdivision 1, is amended to read:
Subdivision 1 Definition. For purposes of this section, "adverse deteation" means:

(1) for individual health plans, a complaint decision relating to a health care service or claim that is partially or
wholly adverse to the complainant;

(2) an individual health plan that is grandfathered plan coverage may irgiphdthe definition of adverse
determination for group coverage in clause (3);

(3) for group health plans, a complaint decision relating to a health care service or claim that has been appealed
in accordance with section 62Q.70 and the appeal decispamtially or wholly adverse to the complainant;

(4) any adverse determination, as defined in section 62M.02, subdivision la, that has been appealed in
accordance with section 62M.06 and the appeal did not reverse the adverse determination;

(5) a decisia relating to a health care service made by a health plan company licensed under chapter 60A that
denies the service on the basis that the service was not medically neagssary;

(6) the enrollee has met the requirements of subdivision 6, paragrapir (e)

(7) a decision relating to a health plan's coverage of nonparticipating provider services as described in and
subject to section 620Q.556, subdivision 1, paragraph (a).

An adverse determination does not include complaints relating to fraudulent mgrlatictices or agent
misrepresentation.

Sec.27. Minnesota Statutes 2022, section 62Q.73, subdivision 7, is amended to read:
Subd.7. Standards of review (a) For an external review of any issue in an adverse determination that does not

require a medical necessity determination, the external review must be based on whether the adverse determination
was in compliance with the enrollee's health benefit ptaection 620Q.556, subdivision 1, paragraph (a)

(b) For an external review of any issue in an adverse determination by a health plan company licensed under
chapter 62D that requires a medical necessity determination, the external review must deternfiae thvbe
adverse determination was consistent with the definition of medically necessary care in Minnesota Rules, part
4685.0100, subpart 9b.

(c) For an external review of any issue in an adverse determination by a health plan company, other than a health
plan company licensed under chapter 62D, that requires a medical necessity determination, the external review must
determine whether the adverse determination was consistent with the definition of medically necessary care in
section 62Q.53, subdivision 2.

(d) For an external review of an adverse determination involving experimental or investigational treatment, the
external review entity must base its decision on all documents submitted by the health plan company and enrollee,
including:

(1) medical records;

(2) the recommendation of the attending physician, advanced practice registered nurse, physician assistant, or
health care professional,

(3) consulting reports from health care professionals;
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(4) the terms of coverage;

(5) federal Foo@dnd Drug Administration approval; and

(6) medical or scientific evidence or evidermased standards.

Sec.28. Minnesota Statutes 2022, section 62U.04, subdivision 4, is amended to read:

Subd.4. Encounter data. (a) All health plan companigdentalplan companiesand thirdparty administrators

shall submit encounter data on a monthly basis to a private entity designated by the commissioner. of teealth
data shall be submitted in a form and manner specified by the commissioner subject towlregfoiquirements:

(1) the data must be ddentified data as described under the Code of Federal Regulations, title 45, section
164.514;

(2) the data for each encounter must include an identifier for the patient's health care home if the patient has
sekcted a health care hopdata on contractual vakised paymentand-ferclaims-incurred-on-orafter January
14,2019 data deemed necessary by the commissioner to uniquely identify claims in the individual health insurance
market;and

(3) the data musnclude enrollee race and ethnicity, to the extent available; and

£3) (4) except for thedentifier datadescribed irelauseclauseq?) and (3) the data must not include information
that is not included in a health care clamental care claimgr equivalent encounter information transaction that is
required under section 62J.536.

(b) The commissioner or the commissioner's designee shall only use the data submitted under paragraph (a) to
carry out the commissioner's responsibilities in this sectimiuding supplying the data to providers so they can
verify their results of the peer grouping process consistent with the recommendations developed pursuant to
subdivision 3c, paragraph (d), and adopted by the commissioner and, if necessary, subnghtsotn the
commissioner or initiate an appeal.

(c) Data on providers coIIected under th|s subd|V|S|on are pnvate data on |nd|V|duaIs or nonpubllc data, as
defined in section 13. 0 lotwi . oh

in thls paraqraph data on prowders collected under thls subd|V|S|on may be released or published as authorized in
subdivision 11 The commissioner or the commissioner's designee shall establish procedures and safeguards to
protect the integrity and confidentiality of any data that it maintains.

(d) The commissioner or the commissioner's designee shall not puldisisemor reports that identify, or could
potentially identify, individual patients.

(e) The commissioner shall compile summary information on the data submitted under this subdiMison
commissioner shall work with its vendors to assess the dataitsebrim terms of compliance with the data
submission requirements and the completeness of the data submitted by comparing the data with summary
information compiled by the commissioner and with established and emerging data quality standards to ansure dat
quality.

EFFECTIVE DATE . Paragraph (a), clause (3), is effective retroactively from January 1, 2023, and applies to
claims incurred on or after that date.
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Sec.29. Minnesota Statutes 2022, section 62U.04, subdivision 5, is amended to read:

Subd.5. Pricing data. (a) All health plan companigsiental plan companieand thirdparty administrators
shall submit, on a monthly basis, data on their contracted prices with health care prvildental care providers
to a private entity designated by tbemmissioner of health for the purposes of performing the analyses required
under this subdivisianData on contracted prices submitted under this paragraph must include data on supplemental
contractual valudased payments paid to health care provid&he data shall be submitted in the form and manner
specified by the commissioner of health.

(b) The commissioner or the commissioner's designee shall only use the data submitted under this subdivision to
carry out the commissioner's responsibilitiesemtiis section, including supplying the data to providers so they can
verify their results of the peer grouping process consistent with the recommendations developed pursuant to
subdivision 3c, paragraph (d), and adopted by the commissioner and, if amgcessgomit comments to the
commissioner or initiate an appeal.

(c) Data collected under this subdivision are nonpublic data as defined in section M8®dthstanding the
definition of summary data in section 13.02, subdivision 19, summary data gaeyader this section may be
derived from nonpublic dataNotwithstanding the data classifications in this paragraph, data on providers collected
under this subdivision may be released or published as authorized in subdivisichh&lcommissioner shall
establish procedures and safeguards to protect the integrity and confidentiality of any data that it maintains.

Sec.30. Minnesota Statutes 2022, section 62U.04, subdivision 5a, is amended to read:

Subd.5a Selfinsurers. (a) The commissioner shall not require a geffurer governed by the federal
Employee Retirement Income Security Act of 1974 (ERISA) to comply with this section.

(b) A third-party administrator must annually notify the seurers whose health plans aeranistered by the
third-party administrator that the seifsurer may elect to have the thipdrty administrator submit encounter data
and data on contracted prices under subdivisions 4 and 5 from thiessedr's health plan for the upcoming plan
year_This notice must be provided in a form and manner specified by the commissidtegrreceiving responses
from selfinsurers, a thirgbarty administrator must, in a form and manner specified by the commissioner, report to
the commissioner:

(1) the s#-insurers that elected to have the thidtty administrator submit encounter data and data on
contracted prices from the sétfsurer's health plan for the upcoming plan year;

(2) the seHinsurers that declined to have the thimity administrator damit encounter data and data on
contracted prices from the sétfsurer's health plan for the upcoming plan year; and

(3) data deemed necessary by the commissioner to identify and track the status of reporting of data from
selfinsured health plans.

Sec.31. Minnesota Statutes 2022, section 62U.04, is amended by adding a subdivision to read:

Subd.5b. Nonclaimsbased payments (a) Beginning January 1, 2025, all health plan companies and
third-party administrators shall submit to a private entitgsignated by the commissioner of health all
nonclaimsbased payments made to health care providdise data shall be submitted in a form, manner, and
frequency specified by the commissioneNonclaimsbased payments are payments to health care previder
designed to pay for value of health care services over volume of health care services and include alternative payment
models or _incentives, payments for infrastructure expenditures or investments, and payments for workforce
expenditures or_investmentsNonclaimsbased payments submitted under this subdivision must, to the extent
possible, be attributed to a health care provider in the same manner in whichhaagdsdata are attributed to a
health care provider and, where appropriate, must be combiiiediata collected under subdivisions 4 and 5 in
analyses of health care spending.
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(b) Data collected under this subdivision are nonpublic data as defined in section N8®&thstanding the
definition of summary data in section 13.02, subdivisionsi@mary data prepared under this subdivision may be
derived from nonpublic dataThe commissioner shall establish procedures and safeguards to protect the integrity
and confidentiality of any data maintained by the commissioner.

(c) The commissioner sHatonsult with health plan companies, hospitals, health care providers, and the
commissioner of human services in developing the data reported under this subdivision and standardized reporting
forms.

Sec.32. Minnesota Statutes 2022, section 62U.04, susidn 11, is amended to read:

Subd.11. Restricted uses of the alpayer claims data (a) Notwithstanding subdivision 4, paragraph (b), and
subdivision 5, paragraph (b), the commissioner or the commissioner's designee shall only use the data submitted
under subdivisions dnd 5, 5a, and 5lfor thefellowing purposeguthorized in this subdivision and in subdivision 13

(1) to evaluate the performance of the health care home program as authorized under section 62U.03,
subdivision 7,

(2) to study, incollaboration with the reducing avoidable readmissions effectively (RARE) campaign, hospital
readmission trends and rates;

(3) to analyze variations in health care costs, quality, utilization, and illness burden based on geographical areas
or populations;

(4) to evaluate the state innovation model (SIM) testing grant received by the Departments of Health and Human
Services, including the analysis of health care cost, quality, and utilization baseline and trend information for
targeted populations and comnities; and

(5) to compile one or more public use files of summary data or tables that must:

(i) be available to the public for no or minimal cost by March 1, 2016, and available baset electronic
data download by June 30, 2019;

(i) not identify individual patientspayers,—orproviderBut that may identify the rendering or billing hospital,
clinic, or medical practice so long as no individual health professionals are identified and the commissioner finds the
data to be accurate, valahd suitable for publication for such use

(iii) be updated by the commissioner, at least annually, with the most current data availdble;

(iv) contain clear and conspicuous explanations of the characteristics of the data, such as the datesiof the dat
contained in the files, the absence of costs of care for uninsured patients or nonresidents, and other disclaimers that
provide appropriate context; and

(6) to conduct analyses of the impact of health care transactions on health care costs, market consolidation, and
quality under section 144.593, subdivision 6.

(b) The comm|SS|oner may publlsh the results of the authorlzed dme!sfled in paragraph (a@e—leng—as—the

hospitals,

neﬁihe data publlshed under thls paraqraph mav |denbﬁpilals

C|InICS and medical practices so long as no individual health professionals are identified and the commissioner finds
the data to be accurate, valid, and suitable for publication for such use.
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ected
ature on

Sec.33. Minnesota Statutes 2022, section 62U.04, is amended by adding a subdivision to read:

Subd.13. Expanded access to and use of thell-payer claims data (a) The commissioner or the
commissioner's designee shall make the data submitted under subdivisions 4, 5, 5a, and 5b available to individuals
and organizations engaged in research on, or efforts to effect transformation in,chealthutcomes, access,
quality, disparities, or spending, provided the use of the data serves a public Heatfitnade available under this
subdivision may not be used to:

(1) create an unfair market advantage for any participant in the health cket mavlinnesota, including health
plan companies, payers, and providers;

(2) reidentify or attempt to reidentify an individual in the data; or

(3) publicly report contract details between a health plan company and provider and derived from the data.

(b) To implement paragraph (a), the commissioner shall:

(1) establish detailed requirements for data access; a process for data users to apply to access and use the data;
legally enforceable data use agreements to which data users must consent; a cldausarmyersight process for
data access and use, including a data management plan, that ensures compliance with state and federal data privacy
laws; agreements for state agencies and the University of Minnesota to ensure proper and efficient usetwand secu
of data; and technical assistance for users of the data and for stakeholders;

(2) develop a fee schedule to support the cost of expanded access to and use of the data, provided the fees
charged under the schedule do not create a barrier to aceesssfor those most affected by disparities; and

(3) create a research advisory group to advise the commissioner on applications for data use under this
subdivision, including an examination of the rigor of the research approach, the technical capabiliies
proposed user, and the ability of the proposed user to successfully safequard the data.

Sec.34. [115.7411] ADVISORY COUNCIL ON WATER SUPPLY SYSTEMS AND WASTEWATER
TREATMENT FACILITIES.

Subdivision 1 Purpose; membership The Advisory Council on Water Supply Systems and Wastewater
Treatment Facilities shall advise the commissioners of health and the Pollution Control Agency regarding
classification of water supply systems and wastewater treatment facilities, qualifications and competimmtion
of water supply system operators and wastewater treatment facility operators, and additional laws, rules, and
procedures that may be desirable for requlating the operation of water supply systems and of wastewater treatment
facilities. The adrisory council is composed of 11 voting members, of whom:

(1) one member must be from the Department of Health, Division of Environmental Health, appointed by the
commissioner of health;
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(2) one member must be from the Pollution Control Agency appointetico commissioner of the Pollution
Control Agency;

(3) three members must be certified water supply system operators, appointed by the commissioner of health,
one of whom must represent a nonmunicipal community or nontransient noncommunity waterystpply s

(4) three members must be certified wastewater treatment facility operators, appointed by the commissioner of
the Pollution Control Agency;

(5) one member must be a representative from an organization representing municippfitiésted by the
commissioner of health with the concurrence of the commissioner of the Pollution Control Agency; and

(6) two members must be members of the public who are not associated with water supply systems or
wastewater treatment facilitiesOne nust be appointed by the commissioner of health and the other by the
commissioner of the Pollution Control AgencZonsideration should be given to one of these members being a
representative of academia knowledgeable in water or wastewater matters.

Subd.2. Geographic representation At least one of the water supply system operators and at least one of the
wastewater treatment facility operators must be from outside the-seuaty metropolitan area and one wastewater
treatment facility operator musebdrom the Metropolitan Council.

Subd.3. Terms; compensation The terms of the appointed members and the compensation and removal of all
members are governed by section 15.059.

Subd.4. Officers. When new members are appointed to the council, & oh#t be elected at the next council
meeting The Department of Health representative shall serve as secretary of the council.

Sec.35. Minnesota Statutes 2022, section 121A.335, is amended to read:
121A.335 LEAD IN SCHOOL DRINKING WATER.

Subdivisionl. Model plan. The commissioners of health and education shall jointly develop a model plan to
require school districts to accurately and efficiently test for the presence of lead in water in public school buildings
serving students in kindergarten thgh grade 12 To the extent possible, the commissioners shall base the plan on
the standards established by the United States Environmental Protection Agdmcplan may be based on the
technical guidance in the Department of Health's document, "Reflli@ad in Drinking Water: A Technical
Guidance for Minnesota's School and Child Care Facilltidhe plan must include recommendations for
remediation efforts when testing reveals the presence of lead at or above five parts per billion.

Subd.2. School plans (a) By July 1, 2018, the board of each school district or charter school must adopt the
commissioners' model plan or develop and adopt an alternative plan to accurately and efficiently test for the
presence of lead in water in school builgrserving prekindergarten students and students in kindergarten through
grade 12.

(b) By July 1, 2024, a school district or charter school must revise its plan to include its policies and procedures
for ensuring consistent water guality throughout trstridit's or charter school's facilitie§he plan must document
the routine water management strategies and procedures used in each building or facility to maintain water quality
and reduce exposure to lead district or charter school must base thenptm the United States Environmental
Protection Agency's "Ensuring Drinking Water Quality in Schools During and After Extended Closures" fact sheet
and the United States Environmental Protection Agency's "3Ts Toolkit for Reducing Lead in Drinking Water in
Schools and Child Care Facilities" manuah district or charter school's plan must be publicly available upon

request.
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Subd.3. Frequency of testing (a) The plan under subdivision 2 must include a testing schedule for every
building serving prekindeagten through grade 12 studeniEhe schedule must require that each building be tested
at least once every five year#\ school district or charter school must begin testing school buildings by July 1,
2018, and complete testing of all buildings thaveestudents within five years.

(b) A school district or charter school that finds lead at a specific location providing cooking or drinking water
within a facility must formulate, make publicly available, and implement a plan that is consistent witlslestia
guidelines and recommendations to ensure that student exposure to#Hsadnized reduced to below five parts
per billion as verrfred by a retesThis includes, when a school district or charter school finds the presence af lead

am@¥ above five parts per billion any waterseuree
fixture that can provide cooking or drinking water, immediately shutting off the vsatgeefixture or making it
unavailable until the hazard has beeimimizedremediated as verified by a retest

(c) A school district or charter school must test for the presence of lead after completing remediation activities
required under this section to confirm that the water contains lead at a level belparfs/per billion.

Subd.4. Ten-year facilities plan. A school district may include lead testing and remediation as a part of its
tenyear facilities plan under section 123B.595.

Subd 5 Reportlng (_) A school dlstrlct or charter schoﬁtat—ha&teted—rts—buﬂdmgs—fepthepreseneeeﬂead
avatability of

eemmrssreners—ef—health—arw—edueaﬂanust send parents an annual notlce that mcludes the dlstrlcts or charter
school's annual testing and remediation plan, information about how to find test results, and a description of
remediation #orts on the district website The district or charter school must update the lead testing and
remediation information on its website at least annually addition to the annual notice, the district or charter
school must include in an official schdmndbook or official school policy guide information on how parents may

find the test results and a description of remediation efforts on the district or charter school website and how often
this information is updated.

(b) If a test conducted under subdivision 3, paragraph (a), reveals the presenceabbledmbvealevel where
action-should-be-taken-as-set-by-the-guiddiveeparts per billionthe school district or charter school must, within
30 days of receiving thiest result, either remediate the presence of lead to hbilevel set-in-guidandare parts
per billion, verrfred by retest or dlrectly notlfy parents of the test resbife-school-district-or-charterschosl-must

(c) Starting July 1, 2024, school districts and charter schools must report their test results and remediation
activities to the commissioner of health in the form and manner determined by the commissioner in ioonsultat
with school districts and charter schools, by July 1 of each yida commissioner of health must post and annually
update the test results and remediation efforts on the department website by school site.

(d) A district or charter school must mairt a record of lead testing results and remediation activities for at
least 15 years.

Subd.6. Public water systems (a) A district or charter school is not financially responsible for remediation of
documented elevated lead levels in drinking wateised by the presence of lead infrastructure owned by a public
water supply utility providing water to the school facility, such as lead service lines, meters, galvanized service lines
downstream of lead, or lead connectorEhe district or charter schoohust communicate with the public water
system regarding its documented significant contribution to lead contamination in school drinking water and request
from the public water system a plan for reducing the lead contamination.

(b) If the infrastructures jointly owned by a district or charter school and a public water supply utility, the
district or charter school must attempt to coordinate any needed replacements of lead service lines with the public
water supply utility.
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(c) A district or charter schdonay defer its remediation activities under this section until after the elevated lead
level in the public water system's infrastructure is remediated and postremediation testing does not detect an
elevated lead level in the drinking water that passesitir that infrastructureA district or charter school may also
defer its remediation activities if the public water supply exceeds the federal Safe Drinking Water Act lead action
level or is in violation of the Safe Drinking Water Act Lead and Coppee.Rul

Subd.7. Commissioner recommendations By January 1, 2026, and every five years thereafter, the
commissioner of health must report to the legislative committees having jurisdiction over health and kindergarten
through grade 12 education any recomnashdhanges to this sectioiThe recommendations must be based on
currently available scientific evidence regarding the effects of lead in drinking water.

Sec.36. [144.0526] MINNESOTA ONE HEALTH ANTIMICROBIAL STEWARDSHIP
COLLABORATIVE.

Subdivision 1 Establishment The commissioner of health shall establish the Minnesota One Health
Antimicrobial Stewardship Collaborativelhe commissioner shall appoint a director to execute operations, conduct
health education, and provide technical assistance

Suwbd. 2. Commissioner's duties The commissioner of health shall oversee a program to:

(1) maintain the position of director of One Health Antimicrobial Stewardship to lead state antimicrobial
stewardship initiatives across human, animal, @amdronmental health;

(2) communicate to professionals and the public the interconnectedness of human, animal, and environmental
health, especially related to preserving the efficacy of antibiotic medications, which are a shared resource;

(3) leverage ne and existing partnershipsThe commissioner of health shall consult and collaborate with
academic institutions, industry and community organizations, and organizations and agencies in fields including but
not limited to health care, veterinary mediciaed animal agriculture to inform strategies for education, practice
improvement, and research in all settings where antimicrobial products are used,;

(4) ensure that veterinary settings have education and strategies needed to practice appropriate antibiot
prescribing, implement clinical _antimicrobial stewardship programs, and prevent transmission of
antimicrobialresistant microbes; and

(5) support collaborative research and programmatic initiatives to improve the understanding of the impact of
antimicrobial use and resistance in the natural environment.

Sec.37. [144.0528] COMPREHENSIVE DRUG OVERDOSE AND MORBIDITY PREVENTION ACT.

Subdivision 1 Definition. For the purpose of this section, "drug overdose and morbidity" means health
problems that pewme experience after inhaling, ingesting, or injecting medicines in quantities that exceed
prescription status; medicines taken that are prescribed to a different person; medicines that have been adulterated or
adjusted by contaminants intentionally or ntentionally; or nonprescription drugs in amounts that result in
morbidity or mortality

Subd.2. Establishment The commissioner of health shall establish a comprehensive drug overdose and
morbidity program to conduct comprehensive drug overdosenanbidity prevention activities, epidemiologic
investigations and surveillance, and evaluation to monitor, address, and prevent drug overdoses statewide through
integrated strategies that include the following:
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(1) advance access to evideii@sed nonnabtic pain management services;

(2) implement culturally specific interventions and prevention programs with population and community groups
in greatest need, including those who are pregnant and their infants;

(3) enhance overdose prevention and supmogervices for people experiencing homelessnds$ss strategy
includes funding for emergency and shierim housing subsidies through the homeless overdose prevention hub
and expanding support for syringe services programs serving people experiemsglgdsness statewide;

(4) equip employers to promote health and weling of employees by addressing substance misuse and drug
overdose;

(5) improve outbreak detection and identification of substances involved in overdoses through the expansion of
theMinnesota Drug Overdose and Substance Use Surveillance Activity (MNDOSA);

(6) implement Tackling Overdose With Networks (TOWN) community prevention programs;

(7) identify, address, and respond to drug overdose and morbidity in those wiregrant or have just given
birth through multitiered approaches that may:

(i) promote medicatiomssisted treatment options;

(ii) support programs that provide services in accord with evidbased care models for mental health and
substance abuse diser;

(iii) collaborate with interdisciplinary and professional organizations that focus on gquality improvement
initiatives related to substance use disorder; and

(iv) implement substance use disordelated recommendations from the maternal mortadityewv committee,
as appropriate; and

(8) design a system to assess, address, and prevent the impacts of drug overdose and morbidity on those who are
pregnant, their infants, and childreBpecifically, the commissioner of health may:

(i) inform health are providers and the public of the prevalence, risks, conditions, and treatments associated
with substance use disorders involving or affecting pregnancies, infants, and children; and

(i) _identify communities, families, infants, and children affected dmpstance use disorder in order to
recommend focused interventions, prevention, and services.

Subd.3. Partnerships. The commissioner of health may consult with sovereign Tribal nations, the Minnesota
Departments of Human ServiceSprrections, Public Safety, and Education, local public health agencies, care
providers and insurers, community organizations that focus on substance abuse risks and recovery, individuals
affected by substance use disorders, and any other individuatieserathd organizations as necessary to carry out
the goals of this section.

Subd.4. Grants authorized. (a) The commissioner of health may award grants, as funding allows, to entities
and organizations focused on addressing and preventing the neiggtaets of drug overdose and morbidity
Examples of activities the commissioner may consider for these grant awards include:

(1) developing, implementing, or promoting drug overdose and morbidity prevention programs and activities;

(2) community outredtand other efforts addressing the root causes of drug overdose and morbidity;
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(3) identifying risk and protective factors relating to drug overdose and morbidity that contribute to
identification, development, or improvement of prevenstmategies and community outreach;

(4) developing or providing traurmiaformed drug overdose and morbidity prevention and services;

(5) developing or providing culturally and linquistically appropriate drug overdose and morbidity prevention and
services and programs that target and serve historically underserved communities;

(6) working collaboratively with educational institutions, including school districts, to implement drug overdose
and morbidity prevention strategies for students, teachers, amdiagators;

(7) working collaboratively with sovereign Tribal nations, care providers, nonprofit organizatiofqmofibr
organizations, government entities, commuiiised organizations, and other entities to implement substance
misuse and drug ovdose prevention strategies within their communities; and

(8) creating or implementing quality improvement initiatives to improve drug overdose and morbidity treatment
and outcomes

(b) Any organization or government entity receiving grant money urdgsrsection must collect and make
available to the commissioner of health aggregate data related to the activity funded by the program under this
section The commissioner of health shall use the information and data from the program evaluation tdahieform
administration of existing Department of Health programming and the development of Department of Health
policies, programs, and procedures

Subd.5. Promotion; administration. In fiscal years 2026 and beyond, the commissioner may spend up to 25
pecent of the total funding appropriated to the comprehensive drug overdose and morbidity program in each fiscal
year to promote, administer, support, and evaluate the programs authorized under this section and to provide
technical assistance to programmjees

Subd.6. External contributions. The commissioner may accept contributions from governmental and
nongovernmental sources and may apply for grants to supplement state appropriations for the programs authorized
under this sectian Contributionsand grants received from the sources identified in this subdivision to advance the
purpose of this section are appropriated to the commissioner for the comprehensive drug overdose and morbidity

program.

Subd.7. Program evaluation. Beginning February 28024, the commissioner of health shall report every
evennumbered vear to the legislative committees with jurisdiction over health detailing the expenditures of funds
authorized under this sectioiThe commissioner shall use the data to evaluate teete#ness of the program
The commissioner must include in the report:

(1) the number of organizations receiving grant money under this section;

(2) the number of individuals served by the grant programs;

(3) a description and analysis of fhctices implemented by program grantees; and

(4) best practices recommendations to prevent drug overdose and morbidity, including culturally relevant best
practices and recommendations focused on historically underserved communities.

Subd.8. Measurement Notwithstanding any law to the contrary, the commissioner of health shall assess and
evaluate grants and contracts awarded using available data sources, including but not limited to the Minnesota All
Payer Claims Database (MN APCD), the Misota Behavioral Risk Factor Surveillance System (BRFSS), the
Minnesota Student Survey, vital records, hospitalization data, syndromic surveillance, and the Minnesota Electronic
Health Record Consortium.
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Sec.38. [144.0752] CULTURAL COMMUNICATIONS.

Subdivision 1 Establishment The commissioner of health shall establish:

(1) a cultural communications program that advances culturally and linquistically appropriate communication
services for communities most impacted by health disparities which inclidi#sdl English proficient (LEP)
populations, African American populations, LGBTQ+ populations, and people with disabilities; and

(2) a position that works with department and division leadership to ensure that the department follows the
National Standard®r Culturally and Linguistically Appropriate Services (CLAS) Standards.

Subd.2. Commissioner's duties The commissioner of health shall oversee a program to:

(1) align the department services, policies, procedures, and governance with the NdtidSaBt@ndards,
establish culturally and linguistically appropriate goals, policies, and management accountability, and apply them
throughout the organization's planning and operations;

(2) ensure the department services respond to the cultural and timglingrsity of Minnesotans and that the
department partners with the community to design, implement, and evaluate policies, practices, and services that are
aligned with the national cultural and linquistic appropriateness standard; and

(3) ensure the epartment leadership, workforce, and partners embed culturally and linguistically appropriate
policies and practices into leadership and public health program planning, intervention, evaluation, and
dissemination.

Subd.3. Eligible contractors. The comnissioner may enter into contracts to implement this section
Organizations eligible to receive contract funding under this section include:

(1) master contractors that are selected through the state to provide language and communication services; and

(2) organizations that are able to provide services for languages that master contractors are unable to cover.

Sec.39. [144.0754] OFFICE OF AFRICAN AMERICAN HEALTH:; DUTIES.

Subdivision 1 Establishment The commissioner shall establish the OfficeAdfican American Health to
address the unique public health needs of African American Minnesotans and work to develop solutions and systems
to address identified health disparities of African American Minnesotans arising from a context of cumulative and
historical discrimination and disadvantages in multiple systems, including but not limited to housing, education,
employment, gun violence, incarceration, environmental factors, and health care discrimination.

Subd.2. Duties of the office The office shh:

(1) convene the African American Health State Advisory Council (AAHSAC) under section 144.0755 to advise
the commissioner on issues and to develop specific, targeted policy solutions to improve the health of African
American Minnesotans, with a focaa United Statedorn African Americans;

(2) based upon input from and collaboration with the AAHSAC, health indicators, and identified disparities,
conduct analysis and develop policy and program recommendations and solutions targeted at improving Africa
American health outcomes;

(3) coordinate and conduct community engagement across multiple systems, sectors, and communities to address
racial disparities in labor force participation, educational achievement, and involvement with the criminal justice
system that impact African American health and virsing;
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(4) conduct data analysis and research to support policy goals and solutions;

(5) award and administer African American health special emphasis grants to health and cotbaseaity
organizations tglan and develop programs targeted at improving African American health outcomes, based upon
needs identified by the council, health indicators, and identified disparities and addressing historical trauma and
systems of United Statdmrn African AmericarMinnesotans; and

(6) develop and administer Department of Health immersion experiences for students in secondary education
and community colleges to improve diversity of the public health workforce and introduce career pathways that
contribute to reducinbealth disparities.

Sec.40. [144.0755] AFRICAN AMERICAN HEALTH STATE ADVISORY COUNCIL.

Subdivision 1 Establishment; purpose The commissioner of health shall establish and administer the African
American Health State Advisory Council to advise ¢tbenmissioner on implementing specific strategies to reduce
health inequities and disparities that particularly affect African Americans in Minnesota.

Subd.2. Members. (a) The council shall include no fewer than 12 or more than 20 members from amy of th
following groups:

(1) representatives of communibased organizations serving or advocating for African American citizens;

(2) atlarge community leaders or elders, as nominated by other council members;

(3) African American individuals whprovide and receive health care services;

(4) African American secondary or college students;

(5) health or human service professionals serving African American communities or clients;

(6) representatives with research or academic expertise in ragigl;eand

(7) other members that the commissioner deems appropriate to facilitate the goals and duties of the council.

(b) The commissioner shall make recommendations for council membership and, after considering
recommendations from the council, shafipoint a chair or chairs of the counciCouncil members shall be
appointed by the governor

Subd.3. Terms. A term shall be for two years and appointees may be reappointed to serve two additional
terms The commissioner shall recommeagpointments to replace members vacating their positions in a timely
manner, no more than three months after the council reviews panel recommendations.

Subd.4. Duties of commissioner The commissioner or commissioner's designee shall:

(1) maintain andctively engage with the council established in this section;

(2) based on recommendations of the council, review identified department or other related policies or practices
that maintain health inequities and disparities that particularly affect AfAcaericans in Minnesota;

(3) in partnership with the council, recommend or implement action plans and resources necessary to address
identified disparities and advance African American health equity;

(4) support interagency collaboration to advancecaftiAmerican health equity; and

(5) support member patrticipation in the council, including participation in educational and community
engagement events across Minnesota that specifically address African American health equity.
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Subd.5. Duties ofcouncil. The council shall:

(1) identify health disparities found in African American communities and contributing factors;

(2) recommend to the commissioner for review any statutes, rules, or administrative policies or practices that
would address Afcan American health disparities;

(3) recommend policies and strategies to the commissioner of health to address disparities specifically affecting
African American health;

(4) form work groups of council members who are persons who provide and reepiiges and representatives
of advocacy groups;

(5) provide the work groups with clear guidelines, standardized parameters, and tasks for the work groups to
accomplish; and

(6) annually submit to the commissioner a report that summarizes the actofititbe council, identifies
disparities specially affecting the health of African American Minnesotans, and makes recommendations to address
identified disparities.

Subd.6. Duties of council members The members of the council shall:

(1) attend scheded meetings with no more than three absences per year, participate in scheduled meetings, and
prepare for meetings by reviewing meeting notes;

(2) maintain open communication channels with respective constituencies;

(3) identify and communicate issuasdarisks that may impact the timely completion of tasks;

(4) participate in any activities the council or commissioner deems appropriate and necessary to facilitate the
goals and duties of the council; and

(5) participate in work groups to carry out coimuties.

Subd.7. Staffing; office space; equipment The commissioner shall provide the advisory council with staff
support, office space, and access to office equipment and services.

Subd.8. Reimbursement Compensation andeimbursement for travel and expenses incurred for council
activities are governed by section 15.059, subdivision 3.

Sec.41l [144.0756] AFRICAN AMERICAN HEALTH SPECIAL EMPHASIS GRANT PROGRAM.

Subdivision 1 Establishment The commissioner of health shall establish the African American health special
emphasis grant program administered by the Office of African American Health. The purposes of the program are to:

(1) identify disparities impacting African American healtisiaig from cumulative and historical discrimination
and disadvantages in multiple systems, including but not limited to housing, education, employment, gun violence,
incarceration, environmental factors, and health care discrimination; and

(2) develop comnunity-based solutions that incorporate a multisector approach to addressing identified
disparities impacting African American health.
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Subd.2. Requests for proposals; accountability; data collection As directed by the commissioner of health,
the Officeof African American Health shall:

(1) develop a request for proposals for an African American health special emphasis grant program in
consultation with community stakeholders;

(2) provide outreach, technical assistance, and program development guidarmmeential qualifying
organizations or entities;

(3) review responses to requests for proposals in consultation with community stakeholders and award grants
under this section;

(4) establish a transparent and objective accountability process in tatinsulvith community stakeholders,
focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to summary and other public data to assist grantees in establishing and
implementing effective communitied solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd.3. Eligible grantees Organizations eligible to receive grant funding under this section include nonprofit
organizations or_entities that work with African American communities or are foausedidressing disparities
impacting the health of African American communities.

Subd.4. Strategic consideration and priority of proposals; grant awards In developing the requests for
proposals and awarding the grants, the commissioner an@ffite of African American Health shall consider
building upon the existing capacity of communities and on developing capacity where it is.ldekipgpsals shall
focus on addressing health equity issues specific to United -B@mtesAfrican American communities; addressing
the health impact of historical trauma; reducing health disparities experienced by Unitedb&tatégrican
American communities; and incorporating a multisector approach to addressing identified disparities.

Subd.5. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to timelines established by the commissioner.

Sec.42. [144.0757] OFFICE OF AMERICAN INDIAN HEALTH.

Subdivision 1 Duties. The Office of American Indiatdealth is established to address unique public health
needs of American Indian Tribal communities in Minnesota, and shall:

(1) coordinate with Minnesota's Tribal Nations and urban American Indian comrbasigégd organizations to
identify underlying causs of health disparities, address unigue health needs of Minnesota's Tribal communities, and
develop public health approaches to achieve health equity;

(2) strengthen capacity of American Indian and commtimétyed organizations and Tribal Nations to addr
identified health disparities and needs;

(3) administer state and federal grant funding opportunities targeted to improve the health of American Indians;

(4) provide overall leadership for targeted development of holistic health and wellnesgiestrabeimprove
health and to support Tribal and urban American Indian public health leadership asuffsgédncy;

(5) provide technical assistance to Tribal and American Indian urban community leaders to develop culturally
appropriate activities to ddess public health emergencies;
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(6) develop and administer the department immersion experiences for American Indian students in secondary
education and community colleges to improve diversity of the public health workforce and introduce career
pathwayshat contribute to reducing health disparities; and

(7) identify and promote workforce development strategies for Department of Health staff to work with the
American Indian population and Tribal Nations more effectively in Minnesota.

Subd.2. Grants and contracts. To carry out these duties, the office may contract with or provide grants to
qualifying entities.

Sec.43. [144.0758] AMERICAN INDIAN HEALTH SPECIAL EMPHASIS GRANTS.

Subdivision 1 Establishment The commissioner of health shall establkish American Indian health special
emphasis grant progranihe purposes of the program are to:

(1) plan and develop programs targeted to address continuing and persistent health disparities of Minnesota's
American Indian population and impro¥enerican Indian health outcomes based upon needs identified by health
indicators and identified disparities;

(2) identify disparities in American Indian health arising from cumulative and historical discrimination; and

(3) plan and develop communibas&l solutions with a multisector approach to addressing identified disparities
in American Indian health.

Subd.2. Commissioner's duties The commissioner of health shall:

(1) develop a request for proposals for an American Indian health special emgtasisprogram in
consultation with Minnesota's Tribal Nations and urban American Indian comnrbhaggd organizations based
upon needs identified by the community, health indicators, and identified disparities;

(2) provide outreach, technical assistane®d program development guidance to potential qualifying
organizations or entities;

(3) review responses to requests for proposals in consultation with community stakeholders and award grants
under this section;

(4) establish a transparent and objectimeountability process in consultation with community stakeholders
focused on outcomes that grantees agree to achieve;

(5) provide grantees with access to data to assist grantees in establishing and implementing effective
communityled solutions; and

(6) collect and maintain data on outcomes reported by grantees.

Subd.3. Eligible grantees Organizations eligible to receive grant funding under this section are Minnesota's
Tribal Nations and urban American Indian commuitifised orgamations.

Subd.4. Strategic consideration and priority of proposals; grant awards In developing the proposals and
awarding the grants, the commissioner shall consider building upon the existing capacity of Minnesota's Tribal
Nations and urban Americdndian communitybased organizations and on developing capacity where it is lacking
Proposals may focus on addressing health equity issues specific to Tribal and urban American Indian communities;
addressing the health impact of historical trauma; redubealth disparities experienced by American Indian
communities; and incorporating a multisector approach to addressing identified disparities.
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Subd.5. Report. Grantees must report grant program outcomes to the commissioner on the forms and
accordingo the timelines established by the commissioner.

Sec.44. [144.0759] PUBLIC HEALTH AMERICORPS.

The commissioner may award a grant to a statewide, nonprofit organization to support Public Health
AmeriCorps membersThe organization awarded thlgant shall provide the commissioner with any information
needed by the commissioner to evaluate the program in the form and according to timelines specified by the
commissioner.

Sec.45. Minnesota Statutes 2022, section 144.122, is amended to read:
144122 LICENSE, PERMIT, AND SURVEY FEES.

(a) The state commissioner of health, by rule, may prescribe procedures and fees for filing with the
commissioner as prescribed by statute and for the issuance of original and renewal permits, licenses, registrations
and certifications issued under authority of the commissiofke expiration dates of the various licenses, permits,
registrations, and certifications as prescribed by the rules shall be plainly marked .th&ess may include
application and examitian fees and a penalty fee for renewal applications submitted after the expiration date of the
previously issued permit, license, registration, and certificatibhe commissioner may also prescribe, by rule,
reduced fees for permits, licenses, regigires, and certifications when the application therefor is submitted during
the last three months of the permit, license, registration, or certification pdfees proposed to be prescribed in
the rules shall be first approved by the Department of Manageand BudgetAll fees proposed to be prescribed
in rules shall be reasonabl&he fees shall be in an amount so that the total fees collected by the commissioner will,
where practical, approximate the cost to the commissioner in administering gnamra®\ll fees collected shall be
deposited in the state treasury and credited to the state government special revenue fund unless otherwise
specifically appropriated by law for specific purposes.

(b) The commissioner may charge a fee for voluntary femtion of medical laboratories and environmental
laboratories, and for environmental and medical laboratory services provided by the department, without complying
with paragraph (a) or chapter.14&ees charged for environment and medical laboratorycesrprovided by the
department must be approximately equal to the costs of providing the services.

(c) The commissioner may develop a schedule of fees for diagnostic evaluations conducted at clinics held by the
services for children with disabilities gyam All receipts generated by the program are annually appropriated to
the commissioner for use in the maternal and child health program.

(d) The commissioner shall set license fees for hospitals and nursing homes that are not boarding care homes at
the following levels:

Joint Commission on Accreditation Biealthcare
Organizations (JCAHO) and American Osteopathic

Association (AOA) hospitals $7,655 plus $16 per bed
Non-JCAHO and notAOA hospitals $5,280 plus $250 per bed
Nursing home $183 plus $91 per bed until June 30, 20$883 plus

$100 per bed between July 1, 2018, and June 30, 2!
$183 plus $105 per bed beginning July 1, 2020

The commissioner shall set license fees for outpasiergical centers, boarding care homes, supervised living
facilities, assisted living facilities, and assisted living facilities with dementia care at the following levels:
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Outpatient surgical centers $3,712

Boarding care homes $183 plus $91 per bed
Supervised living facilities $183 plus $91 per bed
Assisted living facilities with dementia care $3,000 plus $100 per resident
Assisted living facilities $2,000 plus $75 per resident

Fees collected under this paragraphrayerefundable The fees are nonrefundable even if received before July 1,
2017, for licenses or registrations being issued effective July 1, 2017, or later.

(e) Unless prohibited by federal law, the commissioner of health shall charge applicantsothimdofees to
cover the cost of any initial certification surveys required to determine a provider's eligibility to participate in the
Medicare or Medicaid program:

Prospective payment surveys for hospitals $900

Swing bed surveys for nursing homes $1,200

Psychiatric hospitals $1,400

Rural health facilities $1,100

Portable xray providers $500

Home health agencies $1,800

Outpatient therapy agencies $800

End stage renal dialysis providers $2,100

Independent therapists $800

Comprehensive rehabilitation outpatient facilitie $1,200

Hospice providers $1,700

Ambulatory surgical providers $1,800

Hospitals $4,200

Other providercategories or additiona¢surveys Actual surveyor costsaverage
required to complete initiaertification surveyor cost x number of hours fc

the survey process

These fees shall be submitted at the time of the application for femtification and shall not be refunded
All fees collected after the date that the imposition of fees is not prohibited by federal law shall be deposited in the
state treasury and credited to the state government special revenue fund.

(f) Notwithstandirg section 16A.1283, the commissioner may adjust the fees assessed on assisted living facilities
and assisted living facilities with dementia care under paragraph (d), in a rexeutua manner in accordance with
the requirements of this paragraph:

(1) afacility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percent lower than
the applicable fee in paragraph (d) if residents who receive home and combasgty waiver services under
chapter 256S and section 256B.49 casgmore than 50 percent of the facility's capacity in the calendar year prior
to the year in which the renewal application is submitted; and

(2) a facility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percehthigher
the applicable fee in paragraph (d) if residents who receive home and combasety waiver services under
chapter 256S and section 256B.49 comprise less than 50 percent of the facility's capacity during the calendar year
prior to the year in whicthe renewal application is submitted.

The commissioner may annually adjust the percentages in clauses (1) and (2), to ensure this paragraph is
implemented in a revenugeutral manner The commissioner shall develop a method for determining capacity
thresiolds in this paragraph in consultation with the commissioner of human services and must coordinate the
administration of this paragraph with the commissioner of human services for purposes of verification.
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(9) The commissioner shall charge hospitals anuahticensing base fee of $1,826 per hospital, plus an
additional $23 per licensed bed or bassinet feevenue shall be deposited to the state government special revenue
fund and credited toward trauma hospital designations under sections 144.605.60d1.44

Sec.46. Minnesota Statutes 2022, section 144.1481, subdivision 1, is amended to read:

Subdivision 1 Establishment; membership The commissioner of health shall establishéamemberRural
Health Advisory Committee The committee shall consisf the following22 members, all of whom must reside
outside the seveoounty metropolitan area, as defined in section 473.121, subdivision 2:

(1) two members from the house of representatives of the state of Minnesota, one from the majowitydparty
one from the minority party;

(2) two members from the senate of the state of Minnesota, one from the majority party and one from the
minority party;

(3) a volunteer member of an ambulance service based outside thecsamgnmetropolitan area;
(4) a representative of a hospital located outside the sememty metropolitan area;

(5) a representative of a nursing home located outside the-seuaty metropolitan area;

(6) a medical doctor or doctor of osteopathic medicine licensed chdpter 147;

(7) a dentist licensed under chapter 150A;

(8) an allied dental personnel as defined in Minnesota Rules, part 3100.0100, subpart 5;

g " | ioner:

(9) an advanced practice professional;

{9) (10) a registered nurse or licemspractical nurse;
10) (11) a licensed health care professional from an occupation not otherwise represented on the committee;

&b (12) a representative of an institution of higher education located outside thecsewrgyp metropolitan
area that prodes training for rural health care providexag

(13) a member of a Tribal Nation;

(14) a representative of a local public health agency or community health board;

(15) a health professional or advocate with experience working with peoplemerital illness;

(16) a representative of a community organization that works with individuals experiencing health disparities;

(17) an individual with expertise in economic development, or an employer working outside theangn
metropolitan area;

2)-three(18) two consumers, at least one of whom musibeadvocatefor-persons-who-are-mentally-ll or
developmentally-disabledrom a community experiencing health disparities; and

(19) one consumer who is an advocate for persons who are deeglimtisndisabled.
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The commissioner will make recommendations for committee membersBgmmittee members will be
appointed by the governor In making appointments, the governor shall ensure that appointments provide
geographic balance among those ardath® state outside the seveounty metropolitan areaThe chair of the
committee shall be elected by the memb@rke advisory committee is governed by section 15.059, except that the
members do not receive per diem compensation.

Sec.47. Minnesota $tutes 2022, section 144.1501, subdivision 1, is amended to read:
Subdivision 1 Definitions. (a) For purposes of this section, the following definitions apply.

(b) "Advanced dental therapist" means an individual who is licensed as attienagist under section 150A.06,
and who is certified as an advanced dental therapist under section 150A.106.

(c) "Alcohol and drug counselor" means an individual who is licensed as an alcohol and drug counselor under
chapter 148F.

(d) "Dental therapistineans an individual who is licensed as a dental therapist under section 150A.06.

(e) "Dentist" means an individual who is licensed to practice dentistry.

(f) "Designated rural area" means a statutory and home rule charter city or township dhbigside the
sevencounty metropolitan area as defined in section 473.121, subdivision 2, excluding the cities of Duluth,

Mankato, Moorhead, Rochester, édCloud.

(g9) "Emergency circumstances" means those conditions that make it impossible forithgaparto fulfill the
service commitment, including death, total and permanent disability, or temporary disability lasting more than two years

(h) "Hospital nurse" means an individual who is licensed as a registered nurse and who is providing direct
pafent care in a nonprofit hospital setting.

(i) "Mental health professional” means an individual providing clinical services in the treatment of mental illness
who is qualified in at least one of the ways specified in section 245.462, subdivision 18.

& () "Medical resident" means an individual participating in a medical residency in family practice, internal
medicine, obstetrics and gynecology, pediatrics, or psychiatry.

& (k) "Midlevel practitioner" means a nurse practitioner, nursdwife, nurse aesthetist, advanced clinical
nurse specialist, or physician assistant.

g (1) "Nurse" means an individual who has completed training and received all licensing or certification
necessary to perform duties as a licensed practical nurse or registeed nurs

& (m) "Nursemidwife” means a registered nurse who has graduated from a program of study designed to
prepare registered nurses for advanced practice asmiggaves.

) (n) "Nurse practitioner" means a registered nurse who has graduated framgranprof study designed to
prepare registered nurses for advanced practice as nurse practitioners.

) (0) "Pharmacist” means an individual with a valid license issued under chapter 151.

{® (p) "Physician" means an individual who is licensed to praatieglicine in the areas of family practice,
internal medicine, obstetrics and gynecology, pediatrics, or psychiatry.
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) (q) "Physician assistant" means a person licensed under chapter 147A.

(r) "PSLF program" means the federal Public Service LBargiveness program established under Code of
Federal Requlations, title 34, section 685.219.

{&) (s) "Public health nurse" means a registered nurse licensed in Minnesota who has obtained a registration
certificate as a public health nurse from the BarNursing in accordance with Minnesota Rules, chapter 6316.

) (t) "Qualified educational loan" means a government, commercial, or foundation loan for actual costs paid for
tuition, reasonable education expenses, and reasonable living expelased to the graduate or undergraduate
education of a health care professional.

{s) (u) "Underserved urban community" means a Minnesota urban area or population included in the list of
designated primary medical care health professional shortage HR@8<), medically underserved areas (MUAS),
or medically underserved populations (MUPs) maintained and updated by the United States Department of Health
and Human Services.

Sec.48. Minnesota Statutes 2022, section 144.1501, subdivision 2, is amended to

Subd.2. Creation of account (a) A health professional education loan forgiveness program account is
established The commissioner of health shall use money from the account to establish a loan forgiveness program:

(1) for medical residents, m&al health professionals, and alcohol and drug counselors agreeing to practice in
designated rural areas or underserved urban communities or specializing in thepagiataépsychiatry;

(2) for midlevel practitioners agreeing to practice in desigphatiral areas or to teach at least 12 credit hours, or
720 hours per year in the nursing field in a postsecondary program at the undergraduate level or the equivalent at the
graduate level,

(3) for nurses who agree to practice in a Minnesota nursing ;hiona@ intermediate care facility for persons
with developmental disabilityin a hospital if the hospital owns and operates a Minnesota nursing home and a
minimum of 50 percent of the hours worked by the nurse is in the nursing reefesusing—with—serges
establishment-as—defined-in—section—144D @dbdivision—4in an assisted living facility as defined in section
144G.08, subdivision;7r for a home care provider as defined in section 144A.43, subdivision 4; or agree to teach
at least 12 credit hoursr 720 hours per year in the nursing field in a postsecondary program at the undergraduate
level or the equivalent at the graduate level;

(4) for other health care technicians agreeing to teach at least 12 credit hours, or 720 hours per year in their
designated field in a postsecondary program at the undergraduate level or the equivalent at the graduate level
commissioner, in consultation with the Healthcare Educdtidastry Partnership, shall determine the health care
fields where the need isdlgreatest, including, but not limited to, respiratory therapy, clinical laboratory technology,
radiologic technology, and surgical technology;

(5) for pharmacists, advanced dental therapists, dental therapists, and public health nurses who agiee to pract
in designated rural areasnd

(6) for dentists agreeing to deliver at least 25 percent of the dentist's yearly patient encounters to state public
program enrollees or patients receiving sliding fee schedule discounts through a formal slidingdiele scbeting
the standards established by the United States Department of Health and Human Services under Code of Federal
Regulations, title 42, sectidt-chapter36351¢.303; and
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(7) for nurses who are enrolled in the PSLF program, employeti@spital nurse by a nonprofit hospital that is
an eligible employer under the PSLF program, and providing direct care to patients at the nonprofit hospital.

(b) Appropriations made to the account do not cancel and are available until expended, exaegheahend of
each biennium, any remaining balance in the account that is not committed by contract and not needed to fulfill
existing commitments shall cancel to the fund.

Sec.49. Minnesota Statutes 2022, section 144.1501, subdivision 3, is amemnaedi to
Subd.3. Eligibility . (a) To be eligible to participate in the loan forgiveness program, an individual must:

(1) be a medical or dental residelb¢a licensed pharmacist; or be enrolled in a training or education pragram
obtaining requiredupervision hourdo become a dentist, dental therapist, advanced dental therapist, mental health
professional, alcohol and drug counselor, pharmacist, public health nurse, midlevel practitioner, registered nurse, or
a licensed practical nurseThe commis®ner may also consider applications submitted by graduates in eligible
professions who are licensed and in practice; and

(2) submit an application to the commissioner of heallurses applying under subdivision 2, paragraph (a),
clause (7), musalso include proof that the applicant is enrolled in the PSLF program and confirmation that the
applicant is employed as a hospital nurse.

(b) An applicant selected to participate must sign a contract to agree to serve a minimuyeahfe#time
service obligation according to subdivision 2, which shall begin no later than March 31 following completion of
required training, with the exception: of

(1) a nurse, who must agree to serve a minimumytear fulktime service obligation according to sukidien
2, which shall begin no later than March 31 following completion of required training

(2) a nurse selected under subdivision 2, paragraph (a), clause (7), who must agree to continue as a hospital
nurse for the repayment period of the participagiitsble loan under the PSLF program; and

(3) a nurse who agrees to teach according to subdivision 2, paragraph (a), clause (3), who must sign a contract to
agree to teach for a minimum of two years.

Sec.50. Minnesota Statutes 2022, section 144.150bdivision 4, is amended to read:

Subd.4. Loan forgiveness (a) The commissioner of health may select applicants each year for participation in
the loan forgiveness program, within the limits of available fundimgconsidering applications, the camssioner
shall give preference to applicants who document diverse cultural competeReeesommissioner shall distribute
available funds for loan forgiveness proportionally among the eligible professions according to the vacancy rate for
each professio in the required geographic area, facility type, teaching area, patient group, or specialty type
specified in subdivision ,2except for hospital nursesThe commissioner shall allocate funds for physician loan
forgiveness so that 75 percent of the fuadailable are used for rural physician loan forgiveness and 25 percent of
the funds available are used for underserved urban communities and pediatric psychiatry loan fargifzémess
commissioner does not receive enough qualified applicants eacloyese the entire allocation of funds for any
eligible profession, the remaining funds may be allocated proportionally among the other eligible professions
according to the vacancy rate for each profession in the required geographic area, patient dagilppy dype
specified in subdivision .2 Applicants are responsible for securing their own qualified educational. loahs
commissioner shall select participants based on their suitability for practice serving the required geographic area or
facility type specified in subdivision 2, as indicated by experience or trainifige commissioner shall give
preference to applicants closest to completing their trainibaept as specified in paragraphs (b) andfée)each
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year that a participant meets thervice obligation required under subdivision 3, up to a maximum of four years, the
commissioner shall make annual disbursements directly to the participant equivalent to 15 percent of the average
educational debt for indebted graduates in their professitime year closest to the applicant's selection for which
information is available, not to exceed the balance of the participant's qualifying educationaBlefams receiving

loan repayment disbursements and as requested, the participant must €@mgleeturn to the commissioner a
confirmation of practice form provided by the commissioner verifying that the participant is practicing as required
under subdivisions 2 and Jhe participant must provide the commissioner with verification that thaffubunt of

loan repayment disbursement received by the participant has been applied toward the designatAftdoaash
disbursement, verification must be received by the commissioner and approved before the next loan repayment
disbursement is madeParticipants who move their practice remain eligible for loan repayment as long as they
practice as required under subdivision 2.

(b) For hospital nurses, the commissioner of health shall select applicants each year for participation in the
hospital nursing education loan forgiveness program, within limits of available funding for hospital. nurses
Applicants are responsible for applying for and maintaining eligibility for the PSLF programeach year that a
participant meets the eligiiiy requirements described in subdivision 3, the commissioner shall make an annual
disbursement directly to the participant in an amount equal to the minimum loan payments required to be paid by the
participant under the participant's repayment plan ashtedul for the participant under the PSLF program for the
previous loan year Before receiving the annual loan repayment disbursement, the participant must complete and
return to the commissioner a confirmation of practice form provided by the commissiandying that the
participant continues to meet the eligibility requirements under subdivisiofh® participant must provide the
commissioner with verification that the full amount of loan repayment disbursement received by the participant has
been aplied toward the loan for which forgiveness is sought under the PSLF program.

(c) For each year that a participant who is a nurse and who has agreed to teach according to subdivision 2 meets
the teaching obligation required in subdivision 3, the comonigsishall make annual disbursements directly to the
participant equivalent to 15 percent of the average annual educational debt for indebted graduates in the nursing
profession in the year closest to the participant's selection for which informatioailigbbe; not to exceed the
balance of the participant's qualifying educational loans.

Sec.51. Minnesota Statutes 2022, section 144.1501, subdivision 5, is amended to read:

Subd.5. Penalty for nonfulfilment. If a participant does not fulfill the regqred minimum commitment of
service according to subdivision@, for hospital nurses, if the secretary of education determines that the participant
does not meet eligibility requirements for the PSitie, commissioner of health shall collect from gagticipant the
total amount paid to the participant under the loan forgiveness program plus interest at a rate established according
to section 270C.40 The commissioner shall deposit the money collected in the health care access fund to be
credited to he health professional education loan forgiveness program account established in subdividhen 2
commissioner shall allow waivers of all or part of the money owed the commissioner as a result of a nonfulfillment
penalty if emergency circumstances preee fulfillment of the minimum service commitmerntr for hospital
nurses, if the PSLF program is discontinued before the participant's service commitment is. fulfilled

Sec.52. Minnesota Statutes 2022, section 144.1505, is amended to read:

144.1505 HEALTH PROFESSIONALS CLINICAL TRAINING EXPANSION AND RURAL AND
UNDERSERVED CLINICAL ROTATIONS GRANT PROGRAM PROGRAMS.

Subdivision 1 Definitions. For purposes of this section, the following definitions apply:

(1) "eligible advanced practice registeredsguprogram" means a program that is located in Minnesota and is
currently accredited as a master's, doctoral, or postgraduate level advanced practice registered nurse program by the
Commission on Collegiate Nursing Education or by the Accreditation Casiunifor Education in Nursing, or is a
candidate for accreditation;
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(2) "eligible dental therapy program" means a dental therapy education program or advanced dental therapy
education program that is located in Minnesota and is either:

(i) approved by th@oard of Dentistry; or
(ii) currently accredited by the Commission on Dental Accreditation;

(3) "eligible mental health professional program” means a program that is located in Minnesota and is listed as a
mental health professional program by the appade accrediting body for clinical social work, psychology,
marriage and family therapy, or licensed professional clinical counseling, or is a candidate for accreditation;

(4) "eligible pharmacy program" means a program that is located in Minnesois eundently accredited as a
doctor of pharmacy program by the Accreditation Council on Pharmacy Education;

(5) "eligible physician assistant program" means a program that is located in Minnesota and is currently
accredited as a physiciamssistant program by the Accreditation Review Commission on Education for the
Physician Assistant, or is a candidate for accreditation;

(6) "mental health professional” means an individual providing clinical services in the treatment of mental illness
who meets one of the qualifications under section 245.462, subdivisiands;

(7) "eligible physician training program" means a physician residency training program located in Minnesota
and that is currently accredited by the accrediting body or has prdsantredible plan as a candidate for
accreditation;

(8) "eligible dental program" means a dental education program or a dental residency training program located in
Minnesota and that is currently accredited by the accrediting body or has presentible gle@n as a candidate for
accreditation; and

A (9) "project” means a project to establish or expand clinical training for physician assistants, advanced
practice registered nurses, pharmacists, dental therapists, advanced dental therapistd, lngatterieofessionals
in Minnesota.

Subd.2. Pregram Programs. (a) For advanced practice provider clinical training expansion graimés,
commissioner of health shall award health professional training site grants to eligible physician assistamg advan
practice registered nurse, pharmacy, dental therapy, and mental health professional programs to plan and implement
expanded clinical training A planning grant shall not exceed $75,000, and a training grant shall not exceed
$150,000 for the first yea$100,000 for the second year, and $50,000 for the third year per program.

(b) For health professional rural and underserved clinical rotations grants, the commissioner of health shall
award health professional training site grants to eligible physiptaysician assistant, advanced practice registered
nurse, pharmacy, dentistry, dental therapy, and mental health professional programs to augment existing clinical
training programs to add rural and underserved rotations or clinical training experiardessscredential or
certificate rural tracks or other specialized trainidepr physician and dentist training, the expanded training must
include rotations in primary care settings such as community clinics, hospitals, health mainéeganizations, or
practices in rural communities

{b) (c) Funds may be used for:

(1) estabhshmg or expandlrlgtatlons anctlinical tramlngfepphysm+ass+stams—ad¥aneed—praenee—mglstered
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(2) recruitment, training, and retention of students and faculty;

(3) connecting students with appropriate clinical training sites, internships, practicums, or externship activities;
(4) traveland lodging for students;

(5) faculty, student, and preceptor salaries, incentives, or other financial support;

(6) development and implementation of cultural competency training;

(7) evaluations;

(8) tralnlng S|te |mprovements fees equment and supplles required to establish, maintain, oraexpand
. . h—professional

training program and

(9) supportig clinical education in which trainees are part of a primary care team model.

Subd.3. Applications. Eligible physician assistant, advanced practice registered nurse, pharmacy, dental
therapy dental, physicianand mental health professional programesking a grant shall apply to the commissioner
Applications must include a description of the number of additional students who will be trained using grant funds;
attestation that funding will be used to support an increase in the number of clinitalgtisots; a description of
the problem that the proposed project will address; a description of the project, including all costs associated with
the project, sources of funds for the project, detailed uses of all funds for the project, and the pestiks;eand a
plan to maintain or operate any component included in the project after the grant p&hedapplicant must
describe achievable objectives, a timetable, and roles and capabilities of responsible individuals in the organization
Applicants applying under subdivision 2, paragraph (b), must include information about length of training and
training site settings, geographic location of rural sites, and rural populations expected to be served

Subd.4. Consideration of applications The conmissioner shall review each application to determine whether
or not the application is complete and whether the program and the project are eligible for drgemaiuating
applications, the commissioner shall score each application based on factodingy but not limited to, the
applicant's clarity and thoroughness in describing the project and the problems to be addressed, the extent to which
the applicant has demonstrated that the applicant has made adequate provisions to ensure propeerdnd effici
operation of the training program once the grant project is completed, the extent to which the proposed project is
consistent with the goal of increasing access to primary care and mental health services for rural and underserved
urban communities, thextent to which the proposed project incorporates teased primary care, and project costs
and use of funds.

Subd.5. Program oversight The commissioner shall determine the amount of a grant to be given to an
eligible program based on the relativeoe of each eligible program's applicationcluding rural locations as
applicable under subdivision 2, paragraph, @her relevant factors discussed during the review, and the funds
available to the commissioneAppropriations made to the program wlat cancel and are available until expended
During the grant period, the commissioner may require and collect from programs receiving grants any information
necessary to evaluate the program.

Sec.53. [144.1507] PRIMARY CARE RESIDENCY TRAINING GRANT P ROGRAM.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Eligible program" means a program that meets the following criteria:
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(1) is located in Minnesota;

(2) trains medicatesidents in the specialties of family medicine, general internal medicine, general pediatrics,
psychiatry, geriatrics, or general surgery in rural residency training programs or in combasggty ambulatory
care centers that primarily serve the undersgrand

(3) is accredited by the Accreditation Council for Graduate Medical Education or presents a credible plan to
obtain accreditation.

(c) "Rural residency training program" means a residency program that provides an initial year of training in an
accredited residency program in Minnesot@he subsequent years of the residency program are based in rural
communities, utilizing local clinics and community hospitals, with specialty rotations in nearby regional medical
centers

(d) "Communitybased ambulatory care centers" means federally qualified health centers, community mental
health centers, rural health clinics, health centers operated by the Indian Health Service, an Indian Tribe or Tribal
organization, or an urban Americandlan organization or an entity receiving funds under Title X of the Public
Health Service Act.

(e) "Eligible project" means a project to establish and maintain a rural residency training program

Subd.2. Rural residency training program. (a) The commissioner of health shall award rural residency
training program grants to eligible programs to plan, implement, and sustain rural residency training prédgrams
rural residency training program grant shall not exceed $250,000 per year for up to thseforyeanning and
development, and $225,000 per resident per year for each year thereafter to sustain the program

(b) Funds may be spent to cover the costs of:

(1) planning related to establishing accredited rural residency training programs;

(2) obtaining accreditation by the Accreditation Council for Graduate Medical Education or another national
body that accredits rural residency training programs;

(3) establishing new rural residency training programs;

(4) recruitment, training, and retgon of new residents and faculty related to the new rural residency training
program;

(5) travel and lodging for new residents;

(6) faculty, new resident, and preceptor salaries related to new rural residency training programs;

(7) training site improvements, fees, equipment, and supplies required for new rural residency training programs; and

(8) supporting clinical education in which trainees are part of a primary care team model

Subd.3. Applications for rural residency training program grants. Eligible programs seeking a grant shall
apply to the commissionerApplications must include the number of new primary care rural residency training
program slots planned, under development or under contract; a description of the fpaggram, including
location of the established residency program and rural training sites; a description of the project, including all costs
associated with the project; all sources of funds for the project; detailed uses of all funds for the progEsijtthe
expected; proof of eligibility for federal graduate medical education funding, if applicable; and a plan to seek the
funding The applicant must describe achievable objectives, a timetable, and the roles and capabilities of
responsible individualin the organizatian
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Subd.4. Consideration of grant applications The commissioner shall review each application to determine if
the residency program application is complete, if the proposed rural residency program and residency slots are
eligible for a grant, and if the program is eligible for federal graduate medical education funding, and when the
funding is available If eligible programs are not eligible for federal graduate medical education funding, the
commissioner may award contimition funding to the eligible program beyond the initial grant periddhe
commissioner shall award grants to support training programs in family medicine, general internal medicine, general
pediatrics, psychiatry, geriatrics, general surgery, and ptiteary care focus areas

Subd.5. Program oversight During the grant period, the commissioner may require and collect from grantees
any information necessary to evaluate the progrilotwithstanding section 16A.28, subdivision 6, encumbrances
for grants under this section issued by June 30 of each year may be certified for a period of up to three years beyond
the year in which the funds were originally appropriated.

Sec.54. [144.1508] CLINICAL HEALTH CARE TRAINING.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Accredited clinical training" means the clinical training provided by a medical education program that is
accredited through an organization recognized by the Departniditluzation, the Centers for Medicare and
Medicaid Services, or another national body that reviews the accrediting organizations for multiple disciplines and
whose standards for recognizing accrediting organizations are reviewed and approved by theicmenmoiss
health.

(c) "Clinical medical education program" means the accredited clinical training of physicians, medical students,
residents, doctors of pharmacy practitioners, doctors of chiropractic, dentists, advanced practice nurses, clinical
nurse speialists, certified registered nurse anesthetists, nurse practitioners, certified nurse midwives, physician
assistants, dental therapists and advanced dental therapists, psychologists, clinical social workers, community
paramedics, community health workeasd other medical professions as determined by the commissioner.

(d) "Commissioner" means the commissioner of health.

(e) "Eligible entity" means an organization that is located in Minnesota, provides a clinical medical education
experience, and hosssudents, residents, or other trainee types as determined by the commissioner, and is from an
accredited Minnesota teaching program and institution

(f) "Eligible trainee FTEs" means the number of trainees, as measured -tiymgukkquivalencounts, that are
training in Minnesota at an entity with either currently active medical assistance enrollment status and a National
Provider Identification (NPI) number or documentation that they provide sliding fee servie#sing may occur in
an inmtient or ambulatory patient care setting or alternative setting as determined by the commigsminarg
that occurs in nursing facility settings is not eligible for funding under this section.

(g) "Teaching institution" means a hospital, medicakegerclinic, or other organization that conducts a clinical
medical education program in Minnesota that is accountable to the accrediting body.

(h) "Trainee" means a student, resident, fellow, or other postgraduate involved in a clinical medical education
program from an accredited Minnesota teaching program and institution.

Subd.2. Application process (a) An eligible entity hosting clinical trainees from a clinical medical education
program and teaching institution is eligible for funds under sufidivi3, if the entity:

(1) is funded in part by sliding fee scale services or enrolled in the Minnesota health care program;

(2) faces increased financial pressure as a result of competition with nonteaching patient care entities; and

(3) emphasizes primary care or specialties that are in undersupply in rural or underserved areas of Minnesota.
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(b) An entity hosting a clinical medical education program for advanced practice nursing is eligible for funds
under subdivision 3, if the program ate the eligibility requirements in paragraph (a), clauses (1) to (3), and is
sponsored by the University of Minnesota Academic Health Center, the Mayo Foundation, or an institution that is
part of the Minnesota State Colleges and Universities systemmbens of the Minnesota Private College Council.

(c) An application must be submitted to the commissioner by an eligible entity through the teaching institution
and contain the following information:

(1) the official name and address and the site addr@$sbe clinical medical education programs where eligible
trainees are hosted;

(2) the name, title, and business address of those persons responsible for administering the funds;

(3) for each applicant, the type and specialty orientation of traine iprogram; the name, entity address,
medical assistance provider number, and national provider identification number of each training site used in the
program, as appropriate; the federal tax identification number of each training site, where avaddbta] number
of eligible trainee FTEs at each site; and

(4) other supporting information the commissioner deems necessary.

(d) An applicant that does not provide information requested by the commissioner shall not be eligible for funds
for the curent funding cycle.

Subd.3. Distribution of funds. (a) The commissioner may distribute funds for clinical training in areas of
Minnesota and for the professions listed in subdivision 1, paragraph (c), determined by the commissioner as a high
need arearal profession shortage aredhe commissioner shall annually distribute medical education funds to
gualifying applicants under this section based on the costs to train, service level needs, and profession or training
site shortagesUse of funds is limid to related clinical training costs for eligible programs.

(b) To ensure the quality of clinical training, eligible entities must demonstrate that they hold contracts in good
standing with eligible educational institutions that specify the terms, etmett, and outcomes of the clinical
training conducted at siteg-unds shall be distributed in an administrative process determined by the commissioner
to be efficient

Subd.4. Report. (a) Teaching institutions receiving funds under this sectiostrmign and submit a medical
education grant verification report (GVR) to verify funding was distributed as specified in the I6¥ie teaching
institution fails to submit the GVR by the stated deadline, the teaching institution is required to retfui th
amount of funds received to the commissioner within 30 days of receiving notice from the commis3ioaer
commissioner shall distribute returned funds to the appropriate training sites in accordance with the commissioner's

approval letter.

(b) Teaching institutions receiving funds under this section must provide any other information the
commissioner deems appropriate to evaluate the effectiveness of the use of funds for medical education.

Sec.55. Minnesota Statutes 2022, sectibfd.2151, is amended to read:

144.2151FETAL DEATH RECORD AND CERTIFICATE OF BIRTH RESULTING IN STILLBIRTH.

Subdivision 1 Filing Registration. A fetal deattrecordefbirth-for-each-birth-resulting-in-a-stillbirth-in-this
state—on-or-afteAugust-1-2005must be establisheir which-aeachfetal deathreport-isrequiredeported and
eglsteredmder section 144 222 subdmsmnsha”—be—ﬁb%#&h—ﬂ%—stat%g@#&m%@—daysaﬁepthe birth

epared
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Subd.2. Information to parents. The party responsible for filing a fetal death report under section 144.222,
subdivision 1, shall advise the parent or parents of a stillbirth:

{I)-that they-may request-preparation-of-a-record-of birth-resulting-in-stillbirth;

(1) that the parent or parents mdnoose to provide a full name or provide only a last name for the record;

(2) that the parent or parents may request a certificate of birth resulting in stillbirth after the fetal death record is
established;

(3) that the parent who gave birth may reqaesinformational copy of the fetal death record; and

(4) that the parent or parents named on the fetal death record and the party responsible for reporting the fetal
death may correct or amend the record to protect the integrity and accuracy of gitdé.rec

Subd.3. Preparation Responsibilities of the state reqistrar {a)-Within-five-days-after-delivery-ofa-stillbirth,
pa he-stillbi ay-prepare-and-file-the parents of
bdivisi . i ing-in- stillbirth

The state registrar shall:

(1) prescribe the process to:

(i) register a fetal death;

(ii) request the certificate of birth resulting in stillbirth; and

(iii) request thenformational copy of a fetal death record;

(2) prescribe a standardized format for the certificate of birth resulting in stillbirth, which shall integrate security
features and be as similar as possible to a birth certificate;

(3) issue a certificate diirth resulting in stillbirth or a statement of no vital record found to the parent or parents
named on the fetal death record upon the parent's proper completion of an attestation provided by the commissioner
and payment of the required fee;

(4) corrector amend the fetal death record upon a request from the parent who gave birth, parents, or the person
who regqistered the fetal death or filed the report; and
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(5) refuse to amend or correct the fetal death record when an applicant does not submit thenminim
documentation required to amend the record or when the state registrar has cause to question the validity or
completeness of the applicant's statements or any documentary evidence and the deficiencies are notTuwgrected
state registrar shall advisiee applicant of the reason for this action and shall further advise the applicant of the right
of appeal to a court with competent jurisdiction over the Department of Health.

Subd 4. Re#eaewe—appmanen Delayed registration Netwithstanding-subdisions-1-t0-3f a birth-that
fetal deathoccurred in this state at any tlmu#ed—ma—stmemﬁor WhICh a fetal death report was reqwred under
sectlon 144 222 SubleISIOﬂ 1, bu & g

Ibielial death was not remstered and a record

was not esblished, a person responsible for reqgistering the fetal death, the medical examiner or coroner with
jurisdiction, or a parent may submit to the state registrar a written request to register the fetal death and submit the
evidence to support the request.

ieh-shall be

d of birth
Health's

Sec.56. Minnesota Statutes 2022, section 144.222, is amended to read:

144.222FETAL DEATH REPORTS OFFETFAL-ORINFANTBEATH- AND REGISTRATION .

Subdivision 1 Fetal death report required. A fetal deathrepertmust befiled registered or reportedithin
five days of the death of a fetus for whom 20 or more weeks of gestation have edxpsgd for abortions defined
under section 145.4241A fetal deathreport-must-bepreparedust be reqistered or reportieda format prescribed
by the state registrar and filed in accordance with Minnesota Rules, parts 4601.0100 to 4601.2600 by:

(1) a rerson in charge of an institution or that person's authorized designee if a fetus is delivered in the institution
or en route to the institution;

(2) a physician, certified nurse midwife, or other licensed medical personnel in attendance at or immediately
after the delivery if a fetus is delivered outside an institution; or

(3) a parent or other person in charge of the disposition of the remains if a fetal death occurred without medical
attendance at or immediately after the delivery.
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Subd2. Sudden-nfantdeath:
Fepened—wmmmeuda%%me—sta{&regstrar

me-shall be

Sec.57. Minnesota Statutes 2022, section 144.222, subdivision 1, is amended to read:

Subdivision 1 Fetal deathreport required. A fetal death report must be filed within five days of the death of
a fetus for whom 20 or more weeks of gestation have elapsed, except for abortions defined undd4dsetfiéh
145.411, subdivision.5A fetal death report must begpared in a format prescribed by the state registrar and filed
in accordance with Minnesota Rules, parts 4601.0100 to 4601.2600 by:

(1) a person in charge of an institution or that person's authorized designee if a fetus is delivered in the institution
or en route to the institution;

(2) a physician, certified nurse midwife, or other licensed medical personnel in attendance at diatietyne
after the delivery if a fetus is delivered outside an institution; or

(3) a parent or other person in charge of the disposition of the remains if a fetal death occurred without medical
attendance at or immediately after the delivery.

EFFECTIVE DA TE. This section is effective the day following final enactment.

Sec.58. Minnesota Statutes 2022, section 144.226, subdivision 3, is amended to read:

Subd.3. Birth record surcharge. (a) In addition to any fee prescribed under subdivisiothdre shall be a
nonrefundable surcharge of $3 for each certified birth or stillbirth record and for a certification that the vital record
cannot be found The state registrar or local issuance office shall forward this amount to the commissioner of
mana@ment and budgetach month following the collection of the surchafgedeposit into the account for the
children's trust fund for the prevention of child abuse established under section 25BES2urcharge shall not be
charged under those circumstas in which no fee for a certified birth or stillbirth record is permitted under
subdivision 1, paragraph (blJpon certification by the commissioner of management and budget that the assets in
that fund exceed $20,000,000, this surcharge shall bentiisged.

(b) In addition to any fee prescribed under subdivision 1, there shall be a nonrefundable surcharge of $10 for
each certified birth recordThe state registrar or local issuance office shall forward this amount to the commissioner
of managemerdand budgeeach month following the collection of the surchaigedeposit in the general fund.

Sec.59. Minnesota Statutes 2022, section 144.226, subdivision 4, is amended to read:

Subd.4. Vital records surcharge In addition to any fee prescribednder subdivision 1, there is a
nonrefundable surcharge of $4 for each certified and noncertified birth, stillbirth, or death record, and for a
certification that the record cannot be fourithe local issuance office or state registrar shall forwardathisunt to
the commissioner of management and budgeh month following the collection of the surchatgde deposited
into the state government special revenue fund.

Sec.60. [144.3431] NONRESIDENTIAL MENTAL HEALTH SERVICES.

A minor who is age 16 oolder may give effective consent for nonresidential mental health services, and the
consent of no other person is requireebr purposes of this section, "nonresidential mental health services" means
outpatient services as defined in section 245.4871digglon 29, provided to a minor who is not residing in a
hospital, inpatient unit, or licensed residential treatment facility or program.
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Sec.61. Minnesota Statutes 2022, section 144.382, is amended by adding a subdivision to read:

Subd.2a Connector. "Connector" means gooseneck, pigtail, and other service line connetomnector is
typically a short section of piping not exceeding two feet that can be bent and used for connections between rigid

service piping.

Sec.62. MinnesotaStatutes 2022, section 144.382, is amended by adding a subdivision to read:

Subd.3a Galvanized requiring replacement "Galvanized requiring replacement” means a galvanized service
line that is or was at any time connected to a lead service lieadistatus unknown service line, or is currently or
was previously affixed to a lead connectdhe majority of galvanized service lines fall under this category.

Sec.63. Minnesota Statutes 2022, section 144.382, is amended by adding a subdivisaxh to

Subd.3b. Galvanized service line "Galvanized service line" means a service line made of iron or piping that
has been dipped in zinc to prevent corrosion and rusting.

Sec.64. Minnesota Statutes 2022, section 144.382, is amended by addingivsab to read:

Subd.3c. Lead connector "Lead connector" means a connector made of lead.

Sec.65. Minnesota Statutes 2022, section 144.382, is amended by adding a subdivision to read:

Subd.3d. Lead service line "Lead service line" means a pion of pipe that is made of lead, which connects
the water main to the building inlefA lead service line may be owned by the water system, by the property owner,
or both

Sec.66. Minnesota Statutes 2022, section 144.382, is amended by addindidsiab to read:

Subd.3e Lead status unknown service line or unknown service line"Lead status unknown service line" or
"unknown service line" means a service line that has not been demonstrated to meet or does not meet the definition
of lead freem section 1417 of the Safe Drinking Water Act.

Sec.67. Minnesota Statutes 2022, section 144.382, is amended by adding a subdivision to read:

Subd.3f. Nonlead service line "Nonlead service line" means a service line determined through an
evidencebased record, method, or technigue not to be a lead service line or galvanized service line requiring
replacement Most nonlead service lines are made of copper or plastic.

Sec.68. Minnesota Statutes 2022, section 144.382, is amended by adslibgligision to read:

Subd.4a Service line "Service line" means a portion of pipe that connects the water main to the building inlet
A service line may be owned by the water system, by the property owner, orAstrvice line may be made of
many materials, such as lead, copper, galvanized steel, or plastic.

Sec.69. [144.3853] CLASSIFICATION OF SERVICE LINES.

Subdivision 1 Classification of lead status of service line(a) A water system may classify the actual material
of a service lie, such as copper or plastic, as an alternative to classifying the service line as a nonlead service line,
for the purpose of the lead service line inventory.
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(b) It is not necessary to physically verify the material composition, such as copper or pfastservice line
for its lead status to be identifiedFor example, if records demonstrate the service line was installed after a
municipal, state, or federal ban on the installation of lead service lines, the service line may be classified as a
nonleadservice line.

Subd.2. Lead connector For the purposes of the lead service line inventory and lead service line replacement
plan, if a service line has a lead connector, the service line shall be classified as a lead service line or a galvanized
service line requiring replacement.

Subd.3. Galvanized service line A galvanized service line may only be classified as a nonlead service line if
there is documentation verifying it was never connected to a lead service line or lead conRectly will a
galvanized service line be considered a nonlead service line.

Sec.70. [144.398] TOBACCO USE PREVENTION ACCOUNT; ESTABLISHMENT AND USES.

Subdivision 1 Definitions. (a) As used in this section, the terms in this subdivision have the meanings given.

(b) "Electronic delivery device" has the meaning given in section 609.685, subdivision 1, paragraph (c).

(c) "Nicotine delivery product” has the meaning given in section 609.6855, subdivision 1, paragraph (c).

(d) "Tobacco" has the meaning given intg@st 609.685, subdivision 1, paragraph (a).

(e) "Tobaccerelated devices" has the meaning given in section 609.685, subdivision 1, paragraph (b).

Subd.2. Account created A tobacco use prevention account is created in the special revenueFursiiant
to section 16A.151, subdivision 2, paragraph (h), the commissioner of management and budget shall deposit into the
account any money received by the state resulting from a settlement agreement or an assurance of discontinuance
entered into by thattorney general of the state, or a court order in litigation brought by the attorney general of the
state on behalf of the state or a state agency related to alleged violations of consumer fraud laws in the marketing,
sale, or distribution of electroniciaotine delivery systems in this state or other alleged illegal actions that
contributed to the exacerbation of youth nicotine use.

Subd.3. Appropriations from tobacco use prevention account (a) Each fiscal year, the amount of money in
thetobacco use prevention account is appropriated to the commissioner of health for:

(1) tobacco and electronic delivery device use prevention and cessation projects consistent with the duties
specified in section 144.392;

(2) a public information programnder section 144.393;

(3) the development of health promotion and health education materials about tobacco and electronic delivery
device use prevention and cessation;

(4) tobacco and electronic delivery device use prevention activities under sectid®a6t4hd

(5) statewide tobacco cessation services under section 144.397.

(b) In activities funded under this subdivision, the commissioner of health must:

(1) prioritize preventing persons under the age of 21 from using commercial tobacco, eleelivaiy devices,
tobaccerelated devices, and nicotine delivery products;
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(2) promote racial and health equity; and

(3) use strategies that are evidebesed or based on promising practices.

EFFECTIVE DATE . This section is effective the day followg final enactment.

Sec.71. Minnesota Statutes 2022, section 144.55, subdivision 3, is amended to read:

Subd.3. Standards for licensure (a) Notwithstanding the provisions of section 144.56, for the purpose of
hospital licensure, theommissioner of health shall use as minimum standards the hospital certification regulations
promulgated pursuant to title XVIII of the Social Security Act, United States Code, title 42, section 1395, et seq
The commissioner may use as minimum standatusnges in the federal hospital certification regulations
promulgated after May 7, 1981, if the commissioner finds that such changes are reasonably necessary to protect
public health and safetyFhe il
construction.

(b) Hospitals must meet the applicable provisions of the 2022 edition of the Facility Guidelines Institute
Guidelines for Design and Construction of HospitalBhis minimum design standard must be met for all new
licenses, new construction, change of use, or change of occupancy for which plan review packages are received on
or after January 1, 2024.

(c) If the commissioner decides to update the edition of the guidelines specified in paragrapbuyipdses of
this subdivision, the commissioner must notify the chairs and ranking minority members of the legislative
committees with jurisdiction over health care and public safety of the planned update by January 15 of the year in
which the new edition W become effective Following notice from the commissioner, the new edition shall
become effective for hospitals beginning August 1 of that year, unless otherwise provided. inTlaev
commissioner shall, by publication in the State Register, spedfte by which hospitals must comply with the
updated edition The date by which hospitals must comply shall not be sooner than 12 months after publication of
the commissioner's notice in the State Register and shall apply only to plan review packags oecar after that
date.

(d) Hospitals shall be in compliance with all applicable state and local governing laws, requlations, standards,
ordinances, and codes for fire safety, building, and zoning requirements.

{b) (e) Each hospital and outpatientrgical center shall establish policies and procedures to prevent the
transmission of human immunodeficiency virus and hepatitis B virus to patients and within the health care setting
The policies and procedures shall be developed in conformance witiotgecent recommendations issued by the
United States Department of Health and Human Services, Public Health Service, Centers for DiseaseT@entrol
commissioner of health shall evaluate a hospital's compliance with the policies and proceduresgatgordi
subdivision 4.

{e) () An outpatient surgical center must establish and maintain a comprehensive tuberculosis infection control
program according to the most current tuberculosis infection control guidelines issued by the United States Centers
for Disease Control and Prevention (CDC), Division of Tuberculosis Elimination, as published in CDC's Morbidity
and Mortality Weekly Report (MMWR) This program must include a tuberculosis infection control plan that
covers all paid and unpaid employees, cactrs, students, and volunteer§he Department of Health shall
provide technical assistance regarding implementation of the guidelines.

&) (g) Written compliance with this subdivision must be maintained by the outpatient surgical center.

EFFECTIVE DA TE. This section is effective January 1, 2024.
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Sec.72. Minnesota Statutes 2022, section 144.566, is amended to read:
144.566 VIOLENCE AGAINST HEALTH CARE WORKERS.
Subdivision 1 Definitions. (a) The following definitions apply to this section andd¢he meanings given.

(b) "Act of violence" means an act by a patient or visitor against a health care worker that includes kicking,
scratching, urinating, sexually harassing, or any act defined in sections 609.221 to 609.2241.

(c) "Commissioner" means the commissioner of health.

(d) "Health care worker" means any person, whether licensed or unlicensed, employed by, volunteering in, or
under contract with a hospital, who has direct contact with a patient of the hospital for puipeisieer medical
care or emergency response to situations potentially involving violence.

(e) "Hospital" means any facility licensed as a hospital under section 144.55.

(f) "Incident response” means the actions taken by hospital administration atid daeal workers during and
following an act of violence.

(9) "Interfere" means to prevent, impede, discourage, or delay a health care worker's ability to report acts of
violence, including by retaliating or threatening to retaliate against a health aderw

(h) "Preparedness” means the actions taken by hospital administration and health care workers to prevent a
single act of violence or acts of violence generally.

(i) "Retaliate" means to discharge, discipline, threaten, otherwise discriminatetagaipenalize a health care
worker regarding the health care worker's compensation, terms, conditions, location, or privileges of employment.

(1) "Workplace violence hazards" means locations and situations where violent incidents are more likely to
occur, including, as applicable, but not limited to locations isolated from other health care workers; health care
workers working alone; health care workers working in remote locations; health care workers working late night or
early morning hours; locains where an assailant could prevent entry of responders or other health care workers into
a work area; locations with poor illumination; locations with poor visibility; lack of physical barriers between health
care workers and persons at risk of comnuttiwmorkplace violence; lack of effective escape routes; obstacles and
impediments to accessing alarm systems; locations within the facility where alarm systems are not operational;
entryways where unauthorized entrance may occur, such as doors designatafl émtrance or emergency exits;
presence, in the areas where patient contact activities are performed, of furnishings or objects that could be used as
weapons; and locations where highlue items, currency, or pharmaceuticals are stored.

Subd.2. Hespital-duties Action plans and action plan reviews required {&a) All hospitals must design and
implement preparedness and incident response action plans to acts of violence by January 15, 2016, and review
updatethe plan at least annually thereaftdthe plan must be in writing; specific to the workplace violence hazards
and corrective measures for the units, services, or operations of the hospital; and available to health care workers at
all times.

Subd.3. Action plan committees {b) A hospitalshall designate a committee of representatives of health care
workers employed by the hospital, including nonmanagerial health care workers, nonclinical staff, administrators,
patient safety experts, and other appropriate personnel to develop prepaaadniesslent response action plans to
acts of violence The hospital shall, in consultation with the designated committee, implement the plans under

paragraph—(apubdivision 2 Nothing in thisparagraphsubdivisionshall require the establishment of eparate
committee solely for the purpose required by this subdivision.
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Subd.4. Required elements of action plans; generally The preparedness and incident response action plans
to acts of violence must include:

(1) effective procedures to obtain thetiee involvement of health care workers and their representatives in
developing, implementing, and reviewing the plan, including their participation in identifying, evaluating, and
correcting workplace violence hazards, designing and implementing traianth,reporting and investigating
incidents of workplace violence;

(2) names or job titles of the persons responsible for implementing the plan; and

(3) effective procedures to ensure that supervisory and nonsupervisory health care workers corntimyplath

Subd.5. Required elements of action plans; evaluation of risk factots (a) The preparedness and incident
response action plans to acts of violence must include assessment procedures to identify and evaluate workplace
violence hazards for eadhcility, unit, service, or operation, including commuritgsed risk factors and areas
surrounding the facility, such as employee parking areas and other outdoor Breasdures shall specify the
frequency with which such environmental assessmenk$aké place.

(b) The preparedness and incident response action plans to acts of violence must include assessment tools,
environmental checklists, or other effective means to identify workplace violence hazards.

Subd.6. Required elements of action plas; review of workplace violence incidents The preparedness and
incident response action plans to acts of violence must include procedures for reviewing all workplace violence
incidents that occurred in the facility, unit, service, or operatighin the previous year, whether or not an injury
occurred.

Subd.7. Required elements of action plans; reporting workplace violence The preparedness and incident
response action plans to acts of violence must include:

(1) effective procedures for Ath care workers to document information regarding conditions that may increase
the potential for workplace violence incidents and communicate that information without fear of reprisal to other
health care workers, shifts, or units;

(2) effective procedwes for health care workers to report a violent incident, threat, or other workplace violence
concern without fear of reprisal;

(3) effective procedures for the hospital to accept and respond to reports of workplace violence and to prohibit
retaliation a@inst a health care worker who makes such a report;

(4) a policy statement stating the hospital will not prevent a health care worker from reporting workplace
violence or take punitive or retaliatory action against a health care worker for doing so;

(5) effective procedures for investigating health care worker concerns regarding workplace violence or
workplace violence hazards;

(6) procedures for informing health care workers of the results of the investigation arising from a report of
workplace violencer from a concern about a workplace violence hazard and of any corrective actions taken;

(7) effective procedures for obtaining assistance from the appropriate law enforcement agency or social service
agency during all work shiftsThe procedure may edilish a central coordination procedure; and

(8) a policy statement stating the hospital will not prevent a health care worker from seeking assistance and
intervention from local emergency services or law enforcement when a violent incident occurspumigike or
retaliatory action against a health care worker for doing so.
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Subd.8. Required elements of action plans; coordination with other employers The preparedness and
incident response action plans to acts of violence must include method®gpital will use to coordinate
implementation of the plan with other employers whose employees work in the same health care facility, unit,
service, or operation and to ensure that those employers and their employees understand their respective roles as
provided in the plan These methods must ensure that all employees working in the facility, unit, service, or
operation are provided the training required by subdivision 11 and that workplace violence incidents involving any
employee are reported, investigd, and recorded.

Subd.9. Required elements of action plans; white supremacist affiliation and support prohibited (a) The
preparedness and incident response action plans to acts of violence must include a policy statement stating that
security personel employed by the hospital or assigned to the hospital by a contractor are prohibited from affiliating
with, supporting, or advocating for white supremacist groups, causes, or ideologies or participating in, or actively
promoting, an international or dwestic extremist group that the Federal Bureau of Investigation has determined
supports or encourages illegal, violent conduct.

(b) For purposes of this subdivision, white supremacist groups, causes, or ideologies include organizations and
associations ahideologies that promote white supremacy and the idea that white people are superior to Black,
Indigenous, and people of color (BIPOC); promote religious and racial bigotry; seek to exacerbate racial and ethnic
tensions between BIPOC and RBHPOC; or engge in patently hateful and inflammatory speech, intimidation, and
violence against BIPOC as means of promoting white supremacy.

Subd.10. Required elements of action plans; training (a) The preparedness and incident response action
plans to acts of wlence must include:

(1) procedures for developing and providing the training required in subdivision 11 that permits health care
workers and their representatives to participate in developing the training; and

(2) a requirement for cultural competencgiting and equity, diversity, and inclusion training.

(b) The preparedness and incident response action plans to acts of violence must include procedures to
communicate with health care workers regarding workplace violence matters, including:

(1) how helth care workers will document and communicate to other health care workers and between shifts
and units information regarding conditions that may increase the potential for workplace violence incidents;

(2) how health care workers can report a violanident, threat, or other workplace violence concern;

(3) how health care workers can communicate workplace violence concerns without fear of reprisal; and

(4) how health care worker concerns will be investigated, and how health care workers willrivedhéd the
results of the investigation and any corrective actions to be taken.

Subd.11. Training required. {e) A hospitalshallmustprovide training to all health care workers employed or
contracted with the hospital on safety during acts of viole@ch health care worker must receive safety training
annually-and-upon-hirduring the health care worker's orientation and beforen#adth care worker completes a
shift independently, and annually thereaft€raining must, at a minimum, include:

(1) safety guidelines for response to aneedealation of an act of violence;

(2) ways to identify potentially violent or abusive siioat_including aggression and violence predicting
factors and
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(3) the hospital'sneidentresponse—reaction—plan—and—vioclence—prevention plaparedness and incident

response action plans for acts of violence, including how the health care waakereport concerns about
workplace violence within each hospital's reporting structure without fear of reprisal, how the hospital will address
workplace violence incidents, and how the health care worker can patrticipate in reviewing and revising amel plan;

(4) any resources available to health care workers for coping with incidents of violence, including but not limited
to critical incident stress debriefing or employee assistance programs

Subd.12. Annual review and update of action plans {d) (a) As part of its annual reviewf preparedness and
incident response action plamequired undemparagraph—(apubdivision 2 the hospital must review with the
designated committee:

(1) the effectiveness of its preparedness and incident response aatignnulading the sufficiency of security
systems, alarms, emergency responses, and security personnel availability

(2) security risks associated with specific units, areas of the facility with uncontrolled access, late night shifts,
early morning shiftsand areas surrounding the facility such as employee parking areas and other outdoor areas;

(3) the most recent gap analysis as provided by the commissaswtr;

£3) (4) the number of acts of violence that occurred in the hospital during the previersngduding injuries
sustained, if any, and the unit in which the incident occyrred

(5) evaluations of staffing, including staffing patterns and patient classification systems that contribute to, or are
insufficient to address, the risk of violencega

(6) any reports of discrimination or abuse that arise from security resources, including from the behavior of
security personnel.

(b) As part of the annual update of preparedness and incident response action plans required under subdivision 2,
the hospital must incorporate corrective actions into the action plan to address workplace violence hazards identified
during the annual action plan review, reports of workplace violence, reports of workplace violence hazards, and
reports of discrimination aaibuse that arise from the security resources.

Subd.13. Action plan updates Following the annual review of the action plan, a hospital must update the
action plans to reflect the corrective actions the hospital will implement to mitigate the hazhrddremabilities
identified during the annual review.

Subd.14. Requests for additional staffing A hospital shall create and implement a procedure for a health care
worker to officially request of hospital supervisors or administration that additgiatiing be provided The
hospital must document all requests for additional staffing made because of a health care worker's concern over a
risk of an act of violencelf the request for additional staffing to reduce the risk of violence is denietdp#pétal
must provide the health care worker who made the request a written reason for the denial and must maintain
documentation of that communication with the documentation of requests for additional st&ffimspital must
make documentation regardistaffing requests available to the commissioner for inspection at the commissioner's
request The commissioner may use documentation regarding staffing requests to inform the commissioner's
determination on whether the hospital is providing adequatiéngtand security to address acts of violence, and
may use documentation regarding staffing requests if the commissioner imposes a penalty under subdivision 18.

Subd.15. Disclosure of action plans {e) (a) A hospitalshal mustmake itsmost recenadion plans andhe
informationlisted-in-paragraph-(d)ost recent action plan reviewsailable tdecaHaw-enforcemenll direct care
staff and, if any of its workers are represented by a collective bargaining unit, to the exclusive bargaining
represetatives of those collective bargaining units.
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(b) A hospital must also annually submit to the commissioner its most recent action plan and the results of the
most recent annual review conducted under subdivision 12.

Subd.16. Legislative report required. (a) The commissioner must compile the information into a single
annual report and submit the report to the chairs and ranking minority members of the legislative committees with
jurisdiction over health care by January 15 of each year.

(b) Thissubdivision does not expire.

Subd.17. Interference prohibited. (£} A hospital, including any individual, partner, association, or any person
or group of persons acting directly or indirectly in the interest of the hosgktall must not interfere with or
discourage a health care worker if the health care worker wishes to contact law enforcement or the commissioner
regarding an act of violence.

Subd.18. Penalties {g) Notwithstanding section 144.653, subdivisiontlte commissionremay imposean
administrativea fine of up to$250$10,000for failure to comply with the requirements of tlsisbdivisionsection
The commissioner must allow the hospital at least 30 calendar days to correct a violation of this section before

assessina fine.

Sec.73. [144.587] REQUIREMENTS FOR SCREENING FOR ELIGIBILITY FOR HEALTH
COVERAGE OR ASSISTANCE.

Subdivision 1 Definitions. (a) The terms defined in this subdivision apply to this section and sections 144.588
to 144.589.

(b) "Charity care'means the provision of free or discounted care to a patient according to a hospital's financial
assistance policies.

(c) "Hospital" means a private, nonprofit, or municipal hospital licensed under sections 144.50 to 144.56.

(d) "Minnesota attorney gendifzospital agreement" means the agreement between the attorney general and
certain_Minnesota hospitals that is filed in Ramsey County District Court and that establishes requirements for
hospital litigation practices, garnishments, use of collection agencéentral billing office practices, and practices
for billing uninsured patients.

(e) "Most favored insurer" means the nongovernmental-fhantly payor that provided the most revenue to the
provider during the previous calendar year.

(f) "Navigator" has the meaning given in section 62V.02, subdivision 9.

(g) "Premium tax credit” means a tax credit or premium subsidy under the federal Patient Protection and
Affordable Care Act, Public Law 11148, as amended, including the federal Health Care and tmuca
Reconciliation Act of 2010, Public Law 14162, and any amendments to and federal guidance and regulations
issued under these acts.

(h) "Presumptive eligibility" has the meaning given in section 256B.057, subdivision 12.

(i) "Revenueecapture” means the use of the procedures in chapter 270A to collect debt.

(1) "Uninsured service or treatment" means any service or treatment that is not cover@d byhealth plan,
contract, or policy that provides health coverage to a patieli?) @ny other type of insurance coverage, including
but not limited to nefault automobile coverage, workers' compensation coverage, or liability coverage.
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(k) "Unreasonable burden" includes requiring a patient to apply for enrollment in a state or geoignain for
which the patient is obviously or cateqgorically ineligible or has been found to be ineligible in the previous 12
months.

Subd.2. Screening A hospital must screen a patient who is uninsured or whose insurance coverage status is
not known ly the hospital for: eligibility for charity care from the hospital; eligibility for state or federal public
health care programs using presumptive eligibility or another similar process; and eligibility for a premium tax
credit The hospital musattempt to complete this screening process in person or by telephone within 30 days after
the patient receives services at the hospital or at the emergency department associated with the hospital.

Subd.3. Charity care. (a) Upon completion of the scréeg process in subdivision 2, the hospital must either
assist the patient with applying for charity care and refer the patient to the appropriate department in the hospital for
follow-up or make a determination that the patient is ineligible for chanity @ahospital may initiate one or more
of the following steps only after the hospital determines that the patient is ineligible for charity care and may not
initiate any of the following steps while the patient's application for charity care is pending:

(1) offering to enroll or enrolling the patient in a payment plan;

(2) changing the terms of a patient's payment plan;

(3) offering the patient a loan or line of credit, application materials for a loan or line of credit, or assistance with
applying fora loan or line of credit, for the payment of medical debt;

(4) referring a patient's debt for collections, includingh@use collections, thirdarty collections, revenue
recapture, or any other process for the collection of debt;

(5) denying health ce services to the patient or any member of the patient's household because of outstanding
medical debt, regardless of whether the services are deemed necessary or may be available from another provider; or

(6) accepting a credit card payment of over $0dhe medical debt owed to the hospital.

(b) A hospital may not impose application procedures for charity care that place an unreasonable burden on the
individual patient, taking into account the individual patient's physical, mental, intellects#nsory deficiencies
or language barriers that may hinder the patient's ability to comply with application procedures.

(c) When a hospital evaluates a patient's eligibility for charity care, hospital requests to the responsible party for
verification of asets or income shall be limited to:

(1) information that is reasonably necessary and readily available to determine eligibility; and

(2) facts that are relevant to determine eligibility.

A hospital must not demand duplicate formwefification of assets.

Subd.4. Public health care program; premium tax credit (a) If a patient is presumptively eligible for a
public health care program, the hospital must assist the patient in completing an insurance affordability program
applicaton, help the patient schedule an appointment with a navigator organization, or provide the patient with
contact information for the nearest available navigator or certified application counselor services.

(b) If a patient is eligible for a premium tax die the hospital may schedule an appointment for the patient with
a navigator or a MNsureertified insurance broker organization or provide the patient with contact information for
the nearest available navigator services or a MNsertfied insurancéroker.
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Subd.5. Patient may decline services A patient may decline to participate in the screening process, to apply
for charity care, to complete an insurance affordability program application, to schedule an appointment with a
navigator organizatiomr to accept information about navigator services.

Subd.6. Notice. (a) A hospital must post notice of the availability of charity care from the hospital in at least
the following locations: (1) areas of the hospital where patients are admitted dsteeed; (2) emergency
departments; and (3) the portion of the hospital's financial services or billing department that is accessible to
patients The posted notice must be in all languages spoken by more than five percent of the population in the
hospitd's service area.

(b) A hospital must make available on the hospital's website, the current version of the hospital's charity care
policy, a plainlanguage summary of the policy, and the hospital's charity care application Tliensummary and
applicaton form must be available in all languages spoken by more than five percent of the population in the
hospital's service area.

EFFECTIVE DATE . This section is effective November 1, 2023.

Sec.74. [144.588] CERTIFICATION OF EXPERT REVIEW.

Subdivision 1 Requirement; referral to third -party debt collection agency (a) In order to refer a patient's
account to a thirgbarty debt collection agency, a hospital must complete an affidavit of expert review certifying that

the hospital:

(1) confrmed the information required of the hospital in the most recent version of the Minnesota attorney
general/hospital agreement for referral of a specific patient's account to-pdttiyaiebt collection agency; and

(2) unless the patient declined participate, complied with the requirements in section 144.587 to conduct a
patient screening and, as applicable, assist the patient in applying for charity care, assist the patient with completing
an insurance affordability program application, or relfierpatient to a navigator organization.

(b) The affidavit of expert review must be completed by a designated employee of the hospital seeking to refer
the patient's account to a thiparty debt collection agency.

Subd.2. Penalty for noncompliance Falure to comply with subdivision 1 shall subject a hospital to a fine
assessed by the commissioner of health.

EFFECTIVE DATE . This section is effective November 1, 2023.

Sec.75. [144.589] BILLING OF UNINSURED PATIENTS.

A hospital shall not charge afient whose annual household income is less than $125,000 for any uninsured
service or treatment in an amount that exceeds the total amount the provider would be reimbursed for that service or
treatment from its most favored insurefhe total amount th@rovider would be reimbursed for that service or
treatment from its most favored insurer includes both the amount the provider would be reimbursed directly from its
most favored insurer, and the amount the provider would be reimbursed from the insuliegr®lider under any
applicable cepayments, deductibles, and coinsurance.

EFFECTIVE DATE . This section is effective November 1, 2023.

Sec.76. [144.593] REQUIREMENTS FOR CERTAIN HEALTH CARE ENTITY TRANSACTIONS.

Subdivision 1 Definitions. (a) Forpurposes of this section, the following terms have the meaning given.

(b) "Captive professional entity" means a professional corporation, limited liability company, or other entity
formed to render professional services in which a beneficial owner mlth lsare provider employed by, controlled
by, or subject to the direction of a hospital or hospital system.
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(c) "Commissioner" means the commissioner of health.

(d) "Health care entity" means:

(1) a hospital,

(2) a hospital system;

(3) acaptive professional entity;

(4) a medical foundation;

(5) a health care provider group practice;

(6) an entity organized or controlled by an entity listed in clauses (1) to (5); or

(7) an entity that owns or exercised substantial control oventity listed in clauses (1) to (5).

(e) "Health care provider" means a physician licensed under chapter 147, a physician assistant licensed under
chapter 147A, or an advanced practice registered nurse as defined in section 148.171, subdivision 8id&ko pro
health care services, including but not limited to medical care, consultation, diagnosis, or treatment.

(f) "Health care provider group practice" means two or more health care providers legally organized in a
partnership, professional corporatiomited liability company, medical foundation, nonprofit corporation, faculty
practice plan, or other similar entity:

(1) in which each health care provider who is a member of the group provides substantially the full range of
services that a health careopider routinely provides, including but not limited to medical care, consultation,
diagnosis, and treatment, through the joint use of shared office space, facilities, equipment, or personnel;

(2) for which substantially all services of the health caowigers who are group members are provided through
the group and are billed in the name of the group practice and amounts so received are treated as receipts of the
roup; or

(3) in which the overhead expenses of, and the income from, the group aimu@idtin accordance with
methods previously determined by members of the group.

An_entity that otherwise meets the definition of health care provider group practice in this paragraph shall be
considered a health care provider group practice evis shareholders, partners, or owners include sihghdth

care provider professional corporations, limited liability companies formed to render professional services, or other
entities in which beneficial owners are individual health care providers.

(g) "Hospital" means a health care facility licensed as a hospital under sections 144.50 to 144.56.

(h) "Medical foundation" means a nonprofit legal entity through which physicians or other health care providers
perform research or provide medical services.

(i) "Transaction" means a single action, or a series of actions within-gdaseperiod, that constitutes:

(1) a merger or exchange of a health care entity with another entity;

(2) the sale, lease, or transfer of 30 percent or more of the assdteaifracare entity to another entity;




55TH DAY] MONDAY, APRIL 24,2023 6503

(3) the granting of a security interest of 30 percent or more of the property and assets of a health care entity to
another entity;

(4) the transfer of 30 percent or more of the shares or other ownership of thecheakhtity to another entity;

(5) an addition or substitution of one or more members of the health care entity's governing body that effectively
transfers control, responsibility for, or governance of the health care entity to another entity;

(6) the ceation of a new health care entity; or

(7) substantial investment of 30 percent or more in a health care entity that results in sharing of revenues without
a change in ownership or voting shares.

Subd.2. Notice required. (a) This subdivision applige all transactions where:

(1) the health care entity involved in the transaction has average revenue of at least $10,000,000 per year; or

(2) an entity created by the transaction is projected to have average revenue of at least $10,000,0Gthper year
the entity is operating at full capacity.

(b) A health care entity must provide notice to the attorney general and the commissioner and comply with this
subdivision before entering into a transactioNotice must be provided at least 180 days befbee proposed
completion date for the transaction.

(c) As part of the notice required under this subdivision, at least 180 days before the proposed completion date of
the transaction, a health care entity must affirmatively disclose the following tottdrees general and the
commissioner:

(1) the entities involved in the transaction;

(2) the leadership of the entities involved in the transaction, including all directors, board members, and officers;

(3) the services provided by each entity and thrébated revenue for each entity by location;

(4) the primary service area for each location;

(5) the proposed service area for each location;

(6) the current relationships between the entities and the health care providers and practices affected, the
locations of affected health care providers and practices, the services provided by affected health care providers and
practices, and the proposed relationships between the entities and the health care providers and practices affected;

(7) the terms of th#ansaction agreement or agreements;

(8) the acquisition price;

(9) markets in which the entities expect postmerger synergies to produce a competitive advantage;

(10) potential areas of expansion, whether in existing markets or new markets;

(11) plans to close facilities, reduce workforce, or reduce or eliminate services;
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(12) the experts and consultants used to evaluate the transaction;

(13) the number of fultime equivalent positions at each location before and after the transaction by job
cakegory, including administrative and contract positions; and

(14) any other information requested by the attorney general or commissioner.

(d) As part of the notice required under this subdivision, at least 180 days before the proposed completion date
of the transaction, a health care entity must affirmatively produce the following to the attorney general and the
commissioner:

(1) the current governing documents for all entities involved in the transaction and any amendments to these
documents;

(2) the transaction agreement or agreements and all related agreements;

(3) any collateral agreements related to the principal transaction, including leases, management contracts, and
service contracts;

(4) all expert or consultant reports or valuations cmbed in evaluating the transaction, including any valuation
of the assets that are subject to the transaction prepared within three years preceding the anticipated transaction
completion date and any reports of financial or economic analysis condueteficipation of the transaction;

(5) the results of any projections or modeling of health care utilization or financial impacts related to the
transaction, including but not limited to copies of reports by appraisers, accountants, investment bankees, actu

and other experts;

(6) a financial and economic analysis and report prepared by an independent expert or consultant on the effects
of the transaction;

(7) an impact analysis report prepared by an independent expert or consultant on the eéffedtam$action on
communities and the workforce, including any changes in availability or accessibility of services;

(8) all documents reflecting the purposes of or restrictions on any related nonprofit entity's charitable assets;

(9) copies of allfilings submitted to federal regulators, including any Fg8ecbttRodino filing the entities
submitted to the Federal Trade Commission in connection with the transaction;

(10) a certification sworn under oath by each board member and chief executiee foffiany nonprofit entity
involved in the transaction containing the followingn explanation of how the completed transaction is in the
public interest, addressing the factors in subdivision 5, paragraph (a); a disclosure of each declarant's icompensat
and benefits relating to the transaction for the three years following the transaction's anticipated completion date;
and a disclosure of any conflicts of interest;

(11) audited and unaudited financial statements from all entities involved in teadtian and tax filings for all
entities involved in the transaction covering the preceding five fiscal years; and

(12) any other information or documents requested by the attorney general or commissioner.

(e) The commissioner may adopt rules to implentkis section, and may alter, amend, suspend, or repeal any
of such rules The requirements of section 14.125 do not apply to the adoption of rules under this paragraph.

(f) The attorney general may extend the notice and waiting period required uratmapa (b) for an additional
90 days by notifying the health care entity in writing of the extension.
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(g) The attorney general may waive all or any part of the notice and waiting period required under paragraph (b).

(h) The attorney general or the comsiimer may hold public listening sessions or forums to obtain input on the
transaction from providers or community members who may be impacted by the transaction.

(i) The attorney general or the commissioner may bring an action in district court to aommiance with the
notice requirements in this subdivision.

Subd.3. Prohibited transactions. No health care entity may enter into a transaction that will:

(1) substantially lessen competition; or

(2) tend to create a monopoly or monopsony.

Subd.4. Additional requirements for nonprofit health care entities. A health care entity that is incorporated
under chapter 317A or organized under section 322C.1101, or that is a subsidiary of any such entity, must, before
entering into a transaction, enstinat;

(1) the transaction complies with chapters 317A and 501B and other applicable laws;

(2) the transaction does not involve or constitute a breach of charitable trust;

(3) the nonprofit health care entity will receive full and fair value fopiklic benefit assets;

(4) the value of the public benefit assets to be transferred has not been manipulated in a manner that causes or
has caused the value of the assets to decrease;

(5) the proceeds of the transaction will be used in a manner cohsisterihe public benefit for which the
assets are held by the nonprofit health care entity;

(6) the transaction will not result in a breach of fiduciary duty; and

(7) there are procedures and policies in place to prohibit any officer, director, tarstaler executive of the
nonprofit health care entity from directly or indirectly benefiting from the transaction.

Subd.5. Attorney general enforcement and supplemental authority (a) The attorney general may bring an
action in district court to enip or unwind a transaction or seek other equitable relief necessary to protect the public
interest if a health care entity or transaction violates this section, if the transaction is contrary to the public interest,
or if both a health care entity or trawsion violates this section and the transaction is contrary to the public interest
Factors informing whether a transaction is contrary to the public interest include but are not limited to whether the
transaction:

(1) will harm public health;

(2) will reduce the affected community's continued access to affordable and quality care and to the range of
services historically provided by the entities or will prevent members in the affected community from receiving a
comparable or better patient expeden

(3) will have a detrimental impact on competing health care options within primary and dispersed service areas;

(4) will reduce delivery of health care to disadvantaged, uninsured, underinsured, and underserved populations
and to populations enrolléd public health care programs;
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(5) will have a substantial negative impact on medical education and teaching programs, health care workforce
training, or medical research;

(6) will have a negative impact on the market for health care serhieakh insurance services, or skilled health
care workers;

(7) will increase health care costs for patients; or

(8) will adversely impact provider cost trends and containment of total health care spending.

(b) The attorney general may enforce this s&ctinder section 8.31.

(c) Failure of the entities involved in a transaction to provide timely information as required by the attorney
general or the commissioner shall be an independent and sufficient ground for a court to enjoin the transaction or
provide other equitable relief, provided the attorney general notified the entities of the inadequacy of the information
provided and provided the entities with a reasonable opportunity to remedy the inadequacy.

(d) The attorney general shall consult with tteenmissioner to determine whether a transaction is contrary to
the public interest Any information exchanged between the attorney general and the commissioner according to
this subdivision is confidential data on individuals as defined in section I&ibB&ivision 3, or protected nonpublic
data as defined in section 13.02, subdivision TBe commissioner may share with the attorney general, according
to section 13.05, subdivision 9, any not public data, as defined in section 13.02, subdivision 8a tield
Department of Health to aid in the investigation and review of the transaction, and the attorney general must
maintain this data with the same classification according to section 13.03, subdivision 4, paragraph (d).

Subd.6. Supplemental authority of commissioner (a) Notwithstanding any law to the contrary, the
commissioner may use data or information submitted under this section, section 62U.04, and sections 144.695 to
144.705 to conduct analyses of the aggregate impact of health care tomssantiaccess to or the cost of health
care services, health care market consolidation, and health care quality.

(b) The commissioner shall issue periodic public reports on the number and types of transactions subject to this
section and on the aggregat®act of transactions on health care cost, quality, and competition in Minnesota.

Subd.7. Relation to other law. (a) The powers and authority under this section are in addition to, and do not
affect or limit, all other rights, powers, and authoritytloé attorney general or the commissioner under chapter 8,
309, 317A, 325D, 501B, or other law.

(b) Nothing in this section shall suspend any obligation imposed under chapter 8, 309, 317A, 325D, 501B, or
other law on the entities involved in a transaction

EFFECTIVE DATE . This section is effective the day following final enactment and applies to transactions
completed on or after that daténh determining whether a transaction was completed on or after the effective date,
any actions or series of act®necessary to the completion of the transaction that occurred prior to the effective date
must be considered.

Sec.77. Minnesota Statutes 2022, section 144.608, subdivision 1, is amended to read:

Subdivision 1 Trauma Advisory Council established (a) A Trauma Advisory Council is established to
advise, consult with, and make recommendations to the commissioner on the development, maintenance, and
improvement of a statewide trauma system.

(b) The council shall consist of the followimgembers:

(1) a trauma surgeon certified by the American Board of Surgery or the American Osteopathic Board of Surgery
who practices in a level | or Il trauma hospital;
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(2) a general surgeon certified by the American Board of Surgery or the Americandsie8oard of Surgery
whose practice includes trauma and who practices in a designated rural area as defined under section 144.1501,

subdivision }paragraph{e)

(3) a neurosurgeon certified by the American Board of Neurological Surgery who practedsviel | or Il
trauma hospital;

(4) a trauma program nurse manager or coordinator practicing in a level | or Il trauma hospital,

(5) an emergency physician certified by the American Board of Emergency Medicine or the American
Osteopathic Board dEmergency Medicine whose practice includes emergency room care in a level I, 11, llI, or IV
trauma hospital;

(6) a trauma program manager or coordinator who practices in a level Il or IV trauma hospital;

(7) a physician certified by the American BoardFamily Medicine or the American Osteopathic Board of
Family Practice whose practice includes emergency department care in a level Il or IV trauma hospital located in a
designated rural area as defined under section 144.1501, subdivipimagraph-{e)

(8) a nurse practitioner, as defined under section 144.1501, subdivigaratiraph-{|)or a physician assistant,
as defined under section 144.1501, subdivisigpatagraph-{Q)whose practice includes emergency room care in a
level IV trauma hospdtl located in a designated rural area as defined under section 144.1501, subdivision 1

paragraph-(¢)

(9) a physician certified in pediatric emergency medicine by the American Board of Pediatrics or certified in
pediatric emergency medicine by the AmaricBoard of Emergency Medicine or certified by the American
Osteopathic Board of Pediatrics whose practice primarily includes emergency department medical care in a level I,
I, 1, or IV trauma hospital, or a surgeon certified in pediatric surgery byAtherican Board of Surgery whose
practice involves the care of pediatric trauma patients in a trauma hospital;

(10) an orthopedic surgeon certified by the American Board of Orthopaedic Surgery or the American
Osteopathic Board of Orthopedic Surgery whpsactice includes trauma and who practices in a level |, I, or Il
trauma hospital;

(11) the state emergency medical services medical director appointed by the Emergency Medical Services
Regulatory Board;

(12) a hospital administrator of a level Bt IV trauma hospital located in a designated rural area as defined
under section 144.1501, subdivisiopphragraph<(e)

(13) a rehabilitation specialist whose practice includes rehabilitation of patients with major trauma injuries or
traumatic brain injries and spinal cord injuries as defined under section 144.661;

(14) an attendant or ambulance director who is an EEMA-L—erEMT-P AEMT, or paramediavithin the
meaning of section 144E.001 and who actively practices with a licensed ambulanceiseryidenary service area
located in a designated rural area as defined under section 144.1501, subdipsiagaph-(exnd

(15) the commissioner of public safety or the commissioner's designee.
Sec.78. Minnesota Statutes 2022, section 144.6Lbdssision 7, is amended to read:

Subd.7. Limitations of services (a) The following limitations apply to the services performed at a birth
center:

(1) surgical procedures must be limited to those normally accomplished during an uncomplicatetthidimgi
episiotomy and repaignd
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{2)-no-abortions-may-be-administered: and
£3) (2) no general or regional anesthesia may be administered.

(b) Notwithstanding paragraph (a), local anesthesia may be administered at a birth center if the adminfistration o
the anesthetic is performed within the scope of practice of a health care professional.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.79. Minnesota Statutes 2022, section 144.651, is amended by adding a subtiivieimah:

Subd.10a Designated support person for pregnant patient (a) A health care provider and a health care
facility must allow, at a minimum, one designated support person of a pregnant patient's choosing to be physically
present while th@atient is receiving health care services including during a hospital stay.

(b) For purposes of this subdivision, "designated support person" means any person necessary to provide
comfort to the patient including but not limited to the patient's spowstnqy, family member, or another person
related by affinity Certified doulas and traditional midwives may not be counted toward the limit of one designated

support person.

Sec.80. Minnesota Statutes 2022, section 144.653, subdivision 5, is amenabedlto

Subd.5. Correction orders. Whenever a duly authorized representative of the state commissioner of health
finds upon inspection of a facility required to be licensed under the provisions of sections 144.50 to 144.58 that the
licensee of such fdty is not in compliance with sections 144.411 to 144.417, 144.50 to 144.58, 14214851051
to 144.7058pr 626.557, or the applicable rules promulgated under those sections, a correction order shall be issued
to the licensee The correction order shiastate the deficiency, cite the specific rule violated, and specify the time
allowed for correction.

Sec.81. Minnesota Statutes 2022, section 144.6535, subdivision 1, is amended to read:

Subdivision 1 Request for variance or waiver A hospital mayequest that the commissioner grant a variance

or waiver from the provisions dflinneseta—Rules—chapter4640-or-4@Estion 144.55, subdivision 3, paragraph

(b). A request for a variance or waiver must be submitted to the commissioner in wriexgh request must
contain:

(1) the specifiette-orrulegequirementor which the variance or waiver is requested;
(2) the reasons for the request;

(3) the alternative measures that will be taken if a variance or waiver is granted;
(4) the length of timéor which the variance or waiver is requested; and

(5) other relevant information deemed necessary by the commissioner to properly evaluate the request for the
variance or waiver.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.82. Minnesota Statutes 2022, section 144.6535, subdivision 2, is amended to read:

Subd.2. Criteria for evaluation. The decision to grant or deny a variance or waiver must be based on the
commissioner's evaluation of the following criteria:
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(1) whether thevariance or waiver will adversely affect the health, treatment, comfort, safety, ebeirdl of a
patient;

(2) whether the alternative measures to be taken, if any, are equivalent to or superior to those prescribed in

Minnesota-Rules;chapter4640-ovi86ection 144.55, subdivision 3, paragraph émd

(3) whether compliance with thele-er+ulegequirementsvould impose an undue burden upon the applicant.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.83. Minnesota Statutes 2@2section 144.6535, subdivision 4, is amended to read:

Subd.4. Effect of alternative measures or conditions (a) Alternative measures or conditions attached to a

variance or waiver have the same force and effect astbgrequirementunderMinnesob-Rules,—chapter4640 or
4645 section 144.55, subdivision 3, paragraph @)d are subject to the issuance of correction orders and penalty

assessments in accordance with section 144.55.

(b) Fines for a violation of this section shall be in the same atnasl that specified for the particulase
requiremenfor which the variance or waiver was requested.

EFFECTIVE DATE . This section is effective January 1, 2024.

Sec.84. Minnesota Statutes 2022, section 144.69, is amended to read:
144.69 CLASSIFICATION OF DATA ON INDIVIDUALS.

Subdivision 1 Data collected by the cancer reporting system Notwithstanding any law to the contrary,
including section 13.05, subdivision 9, data collected on individuals by the cesmseillancereportingsystem,
including the names and personal identifiers of persons required in section 144.68 to report, shall be private and may
only be used for the purposes set forth in this section and sections 144.671, 144.672, andAmAdiSclosure
other than igprovided for in this section and sections 144.671, 144.672, and 144.68, is declared to be a misdemeanor
and punishable as suctexcept as provided by rule, and as part of an epidemiologic investigation, an officer or
employee of the commissioner of heattlay interview patients named in any such report, or relatives of any such
patient, only aftethe-consent-ohotifying the attending physician, advanced practice registered nurse, physician
assistant, or surgeois—obtained Research protections for petits must be consistent with section 13.04,
subdivision 2, and Code of Federal Regulations, title 45, part 46.

Subd.2. Transfers of information to state cancer regqistries and federal government agencies(a)
Information containing person&entifiers of a nofMinnesota resident collected by the cancer reporting system
may be provided to the statewide cancer reqistry of the nonresident's home state solely for the purposes consistent
with this section and sections 144.671, 144.672, and 144r68ided that the other state agrees to maintain the
classification of the information as provided under subdivision 1.

(b) Information, excluding direct identifiers such as name, Social Security number, telephone number, and street
address, collectedybthe cancer reporting system may be provided to the Centers for Disease Control and
Prevention's National Program of Cancer Registries and the National Cancer Institute's Surveillance, Epidemiology,
and End Results Program registry.

Sec.85. [144.7051]DEFINITIONS.

Subdivision 1 Applicability . For the purposes of sections 144.7051 to 144.7058, the terms defined in this
section have the meanings given.




6510 JOURNAL OF THEHOUSE [55TH DAY

Subd.2. Concern for safe staffing form "Concern for safe staffing form” means a standard uniffonmm
developed by the commissioner that may be used by any individual to report unsafe staffing situations while
maintaining the privacy of patients.

Subd.3. Commissioner. "Commissioner" means the commissioner of health.

Subd.4. Daily staffing schadule. "Daily staffing schedule™ means the actual number oftfme equivalent
nonmanagerial care staff assigned to an inpatient care unit and providing care in that unit duiryag&fiod
and the actual number of patients assigned to each directanistered nurse present and providing care in the unit.

Subd.5. Direct care reqgistered nurse "Direct care registered nurse” means a registered nurse, as defined in
section 148.171, subdivision 20, who is nonsupervisory and nonmanagerial andteglly drovides nursing care
to patients more than 60 percent of the time.

Subd.6. Hospital. "Hospital" means any setting that is licensed under this chapter as a hospital.

EFFECTIVE DATE . This section is effective July 1, 2025.

Sec.86. [144.7053] HOSPITAL NURSE STAFFING COMMITTEE.

Subdivision 1 Hospital nurse staffing committee required (a) Each hospital must establish and maintain a
functioning hospital nurse staffing committed hospital may assign the functions and duties abspital nurse
staffing committee to an existing committee provided the existing committee meets the membership requirements
applicable to a hospital nurse staffing committee.

(b) The commissioner is not required to verify compliance withsbition by an osite visit.

Subd.2. Staffing committee membership (a) At least 35 percent of the hospital nurse staffing committee's
membership must be direct care registered nurses typically assigned to a specific unit for an entire shiftsind at lea
15 percent of the committee's membership must be other direct care workers typically assigned to a specific unit for
an_entire shift Direct care registered nurses and other direct care workers who are members of a collective
bargaining unit shall bepaointed or elected to the committee according to the guidelines of the applicable
collective bargaining agreemenrf there is no collective bargaining agreement, direct care registered nurses shall be
elected to the committee by direct care registeradas employed by the hospital and other direct care workers
shall be elected to the committee by other direct care workers employed by the hospital.

(b) The hospital shall appoint 50 percent of the hospital nurse staffing committee's membership.

Subd.3. Staffing committee compensation A hospital must treat participation in the hospital nurse staffing
committee meetings by any hospital employee as scheduled work time and compensate each committee member at
the employee's existing rate of pa& hosptal must relieve all direct care registered nurse members of the hospital
nurse staffing committee of other work duties during the times when the committee meets.

Subd.4. Staffing committee meeting frequency Each hospital nurse staffing committee munstet at least
quarterly.

Subd.5. Staffing committee duties (a) Each hospital nurse staffing committee shall create, implement,
continuously evaluate, and update as needed evidwsss written core staffing plans to guide the creation of daily
staffing schedules for each inpatient care unit of the hospital.

(b) Each hospital nurse staffing committee must:

(1) establish a secure, uniform, and easily accessible method for any hospital employee, patient, or patient family
member to submit directly tihe committee a concern for safe staffing form;
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(2) review each concern for safe staffing form;

(3) forward a copy of all concern for safe staffing forms to the relevant hospital nurse workload committee;

(4) review the documentation of compliance mairgd by the hospital under section 144.7056, subdivision 10;

(5) conduct a trend analysis of the data related to all reported concerns regarding safe staffing;

(6) develop a mechanism for tracking and analyzing staffing trends within the hospital;

(7) submit a nurse staffing report to the commissioner;

(8) assist the commissioner in compiling data for the Nursing Workforce Report by encouraging participation in
the commissioner's independent study on reasons licensed registered nurses ar&éeprafession; and

(9) record in the committee minutes for each meeting a summary of the discussions and recommendations of the
committee Each committee must maintain the minutes, records, and distributed materials for five years.

EFFECTIVE DATE . Thissection is effective July 1, 2025.

Sec.87. [144.7054] HOSPITAL NURSE WORKLOAD COMMITTEE.

Subdivision 1 Hospital nurse workload committee required (a) Each hospital must establish and maintain
functioning hospital nurse workload committees for aeaaih

(b) The commissioner is not required to verify compliance with this section by-siteorisit.

Subd.2. Workload committee membership (a) At least 35 percent of each workload committee's
membership must be direct care reqgistered nurses lypassigned to the unit for an entire shift and at least 15
percent of the committee's membership must be other direct care workers typically assigned to the unit for an entire
shift. Direct care reqgistered nurses and other direct care workers who mareenseof a collective bargaining unit
shall be appointed or elected to the committee according to the guidelines of the applicable collective bargaining
agreement If there is no collective bargaining agreement, direct care registered nurses shalltéa telabe
committee by direct care registered nurses typically assigned to the unit for an entire shift and other direct care
workers shall be elected to the committee by other direct care workers typically assigned to the unit for an entire shift.

(b) The hospital shall appoint 50 percent of each unit's nurse workload committee's membership.

(c) Notwithstanding paragraphs (a) and (b), if a hospital has established a staffing committee through collective
bargaining, then the composition of that commifiesvails.

Subd.3. Workload committee compensation A hospital must treat participation in a hospital nurse workload
committee meeting by any hospital employee as scheduled work time and compensate each committee member at
the employee's existing raté pay. A hospital must relieve all direct care registered nurse members of a hospital
nurse workload committee of other work duties during the times when the committee meets.

Subd.4. Workload committee meeting frequency Each hospital nurse workloambmmittee must meet at
least monthly whenever the committee is in receipt of an unresolved concern for safe staffing form.

Subd.5. Workload committee duties (a) Each hospital nurse workload committee must create, implement,
and maintain disputeesolution procedures to guide the committee's development and implementation of solutions
to the staffing concerns raised in concern for safe staffing forms that have been forwarded to the coifingittee
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dispute resolution procedures must includeeapedited arbitration process with an arbitrator who has expertise in
patient care The committee must use the expedited arbitration process for any complaint that remains unresolved
30 days after the submission of the concern for safe staffing formgahatrise to the complaint.

(b) Each hospital nurse workload committee must attempt to expeditiously resolve staffing issues the committee
determines arise from a violation of the hospital's core staffing plan.

EFFECTIVE DATE . This section is effectivduly 1, 2025.

Sec.88. Minnesota Statutes 2022, section 144.7055, is amended to read:

144.7055HOSPITAL CORE STAFFING PLAN REPORTS.

Subdivision 1 Definitions. (@) For the purposes ¢his—sectionsections 144.7051 to 144.7Q58e following
terms hae the meanings given.

(b) "Core staffing plan" mearthe will be

asagned—ma—Zhew—pened—teanmpaﬂe%ear&umblan descnbed in subd|V|5|on 2

(c) "Nonmanagerial care $tameans registered nurses, licensed practical nurses, and other health care workers,
which may include but is not limited to nursing assistants, nursing aides, patient care technicians, and patient care
assistants, who perform nonmanagerial direct patiare functions for more than 50 percent of their scheduled
hours on a given patient care unit.

(d) "Inpatient care unitor "unit" means a designated inpatient area for assigning patients and staff for which a
distinet-staffing—plardaily staffing schedle exists and that operates 24 hours per day, seven days per week in a
hospital setting Inpatient care unit does not include any hosgitged clinic, longerm care facility, or outpatient
hospital department.

(e) "Staffing hours per patient day" nmsathe number of fullime equivalent nonmanagerial care staff who will
ordinarily be assigned to provide direct patient care divided by the expected average number of patients upon which
such assignments are based.

ffin(j need.

Subd.2. Hospital core staffing repert plans. (a) Thechief-nursingexeecutive-er-nursing-designdespital
nurse staffing committeef every reperting hospitalin-Minneseta-under-section-144-50-witlust develop a core

staffing plan for eachatientinpatientcare unit.

(b) The commissioner is not required to verify coisapte with this section by an gite visit.

{b) (c) Core staffing planshal mustspecifyall of the following:

(1) the projected number diull-time equivalenfer nonmanagerial care staff that will be assigned in-hd4

period toeachpatientinpatientcare unifereach-24hourperiod

(2) the maximum number of patients on each inpatient care unit for whom a direct care nurse can typically safely care;

(3) criteria for determining when circumstances exist on each inpatient carsuahithat a direct care nurse
cannot safely care for the typical number of patients and when assigning a lower number of patients to each nurse on
the inpatient unit would be appropriate;




55TH DAY] MONDAY, APRIL 24,2023 6513

(4) a procedure for each inpatient care unit to make-&hghift adjustments in staffing levels when such
adjustments are required by patient acuity and nursing intensity in the unit;

(5) a contingency plan for each inpatient unit to safely address circumstances in which patient care needs
unexpectedly exceed the d$iafl resources provided for in a daily staffing scheduke contingency plan must
include a method to quickly identify, for each daily staffing schedule, additional direct care registered nurses who
are available to provide direct care on the inpatierd gait;

(6) strategies to enable direct care registered nurses to take breaks they are entitled to under law or under an
applicable collective bargaining agreement; and

(7) strategies to eliminate patient boarding in emergency departments that dty mot requiring direct care
registered nurses to work additional hours to provide care.

{e) (d) Core staffing plans must ensure that:

(1) the person creating a daily staffing schedule has sufficiently detailed information to createstatfaity
schedule that meets the requirements of the plan;

(2) daily staffing schedules do not rely on assigning individual nonmanagerial care staff to work overtime hours
in excess of 16 hours in a-Mur period or to work consecutive-Bdur periods rguiring 16 or more hours;

(3) a direct care registered nurse is not required or expected to perform functions outside the nurse's professional
license;

(4) a light duty direct care reqgistered nurse is given appropriate assignments;

(5) a charg@urse does not have patient assignments; and

(6) daily staffing schedules do not interfere with applicable collective bargaining agreements.

Subd.2a Development of hospital core staffing plans (a) Prior to submittingcompleting or updatinghe
corestaffing planasreguired-in-subdivision-3-hospitals-slaatiospital nurse staffing committee mastsult with
representatives of the hospital medical staff, managerial and nonmanagerial care staff, and other relevant hospital
personnel about the costaffing plan and the expected average number of patients upon whichréwstaffing
plan is based.

(b) When developing a core staffing plan, a hospital nurse staffing committee must consider all of the following:

(1) the individual needs and expectshsus of each inpatient care unit;

(2) unitspecific patient acuity, including fall risk and behaviors requiring intervention, such as physical
aggression toward self or others or destruction of property;

(3) unitspecific demands on direct care registenurses' time, includingrequency of admissions, discharges,
and transfers; frequency and complexity of patient evaluations and assessments; frequency and complexity of
nursing care planning; planning for patient discharge; assessing for patiemblrepatient education; and
implementing infectious disease protocols;

(4) the architecture and geography of the inpatient care unit, including the placement of patient rooms, treatment
areas, nursing stations, medication preparation areas, and equipment

(5) mechanisms and procedures to provide fortormne patient observation for patients on psychiatric or other
units;
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(6) the stress that direct care nurses experience when required to work extreme amounts of overtime, such as
shifts in excess of 12curs or multiple consecutive double shifts;

(7) the need for specialized equipment and technology on the unit;

(8) other special characteristics of the unit or community patient population, including age, cultural and
linguistic diversity and needs, futignal ability, communication skills, and other relevant social and socioeconomic
factors;

(9) the skill mix of personnel other than direct care registered nurses providing or supporting direct patient care
on the unit;

(10) mechanisms angrocedures for identifying additional registered nurses who are available for direct patient
care when patients' unexpected needs exceed the planned workload for direct care staff; and

(11) demands on direct care registered nurses' time not directgorébaproviding direct care on a unit, such as
involvement in quality improvement activities, professional development, service to the hospital, including serving
on the hospital nurse staffing committee or the hospital nurse workload committee, areltsdivicprofession.

Subd.2b. Failure to develop hospital core staffing plans If a hospital nurse staffing committee cannot
approve a hospital core staffing plan by a majority vote, the members of the nurse staffing committee must enter an
expedited ebitration process with an arbitrator who understands patient care needs.

Subd.2c. Objections to hospital core staffing plans (a) If hospital management objects to a core staffing plan
approved by a majority vote of the hospital nurse staffing comejithe hospital may elect to attempt to amend the
core staffing plan through arbitration.

(b) During an ongoing dispute resolution process, a hospital must continue to implement the core staffing plan as
written and approved by the hospital nustsfing committee.

(c) If the dispute resolution process results in an amendment to the core staffing plan, the hospital must
implement the amended core staffing plan.

Subd.2d. Mandatory submission of core staffing plan to commissioner Each hospitamust submit to the
commissioner the core staffing plans approved by the hospital's nurse staffing com#ittespital must submit
any substantial updates to any previously approved plan, including any amendments to the plan resulting from
arbitration,within 30 calendar days of approval of the update by the committee or the conclusion of arbitration.

{b) The Minnesota Hospital Association shall include on its website for each reporting hospital on a quarterly
basis the actual direct patient care hours per patient and peHasipitals must submit the direct patient cameort
to the Minnesota Hospital Association by July 1, 2014, and quarterly thereafter.

EFFECTIVE DATE . This section is effective July 1, 2025.

Sec.89. [144.7056] IMPLEMENTATION OF HOSPITAL CORE STAFFING PLANS.

Subdivision 1 Plan implementation required. (a) A hospital must implement the core staffing plans approved
by a majority vote of its hospital nurse staffing committee.
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(b) The commissioner is not required to verify compliance with this section {sjtewisits during routine
hospital surveys.

Subd.2. Public posting of core staffing plans A hospital must post its core staffing plan for each inpatient
care unit in a public area on the relevant unit.

Subd.3. Public posting of compliance with plan For eachpublicly posted core staffing plan, a hospital must
post a notice stating whether the current staffing on the unit complies with the hospital's core staffing plan for that
unit. The public notice of compliance must include a list of the number of nonmaalacare staff working on the
unit during the current shift and the number of patients assigned to each direct care registered nurse working on the
unit during the current shiftThe list must enumerate the nonmanagerial care staff by health care typekerhe
public notice of compliance must be posted immediately adjacent to the publicly posted core staffing plan.

Subd.4. Posting of compliance in patient rooms A hospital must post on a whiteboard in a patient's room or
make available through television in a patient's room both the number of patients a nurse on the patient's unit
should be assigned under the relevant core staffing plan and the number of patients actually assigned to a nurse
during the current shift.

Subd.5. Deviations from aore staffing plans (a) Before hospital management lowers the staffing level of any
unit, management must consult with and receive agreement from at least 50 percent of the direct care registered
nurses staffing the unit.

(b) Deviation from a core staffg plan with the agreement of at least 50 percent of the direct care registered
nurses staffing the unit does not constitute compliance with the core staffing plan.

Subd.6. Public posting of emergency department wait times A hospital must maintain oits website and
publicly display in its emergency department the approximate wait time for patients who are not in critical need of
emergency careThe approximate wait time must be updated at least hourly.

Subd.7. Disclosure of staffing plan upon adnssion A hospital must provide an explanation of its core
staffing plan to each patient upon admission.

Subd.8. Public distribution of core staffing plan and notice of compliance (a) A hospital must include with
the posted materials described in sulsibns 2 and 3 a statement that individual copies of the posted materials are
available upon reguest to any patient on the unit or to any visitor of a patient on thellistatement must
include specific instructions for obtaining copies of the gshaterials.

(b) A hospital must, within four hours after the request, provide individual copies of all the posted materials
described in subdivisions 2 and 3 to any patient on the unit or to any visitor of a patient on the unit who requests the
materias.

Subd.9. Reporting noncompliance (a) Any hospital employee, patient, or patient family member may submit
a concern for safe staffing form to report an instance of nhoncompliance with a hospital's core staffing plan, to object
to the contents of a oeistaffing plan, or to challenge the process of the hospital nurse staffing committee.

(b) A hospital must not interfere with or retaliate against a hospital employee for submitting a concern for safe
staffing form.

(c) The commissioner of labor and irstity may investigate any report of retaliation against a hospital employee
for submitting a concern for safe staffing forfthe commissioner of labor and industry may fine a hospital up to
$250,000 for each instance of substantiated retaliation agdiusipital employee for submitting a concern for safe

staffing form.
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Subd.10. Documentation of compliance Each hospital must document compliance with its core nursing plans
and maintain records demonstrating compliance for each inpatient care ufiitefgeears Each hospital must
provide to its nurse staffing committee access to all documentation required under this subdivision.

EFFECTIVE DATE . This section is effective October 1, 2025.

Sec.90. [144.7057] HOSPITAL NURSE STAFFING REPORTS.

Subdivision 1 Nurse staffing report required. Each hospital nurse staffing committee must submit quarterly
nurse staffing reports to the commissionBeports must be submitted within 60 days of the end of the quarter.

Subd.2. Nurse staffing report. Nurse staffing reports submitted to the commissioner by a hospital nurse
staffing committee must:

(1) identify any suspected incidents of the hospital failing during the reporting quarter to meet the standards of
one of its core staffing plans;

(2) identify each occurrence of the hospital accepting an elective surgery at a time when the unit performing the
surgery is out of compliance with its core staffing plan;

(3) identify problems of insufficient staffing, including but not limited to:

(i) inappraoriate number of direct care registered nurses scheduled in a unit;

(ii) inappropriate number of direct care reqgistered nurses present and delivering care in a unit;

(i) inappropriately experienced direct care registered nurses scheduled for a gauntidi)l

(iv) inappropriately experienced direct care registered nurses present and delivering care in a unit;

(v) inability for nurse supervisors to adjust daily nursing schedules for increased patient acuity or nursing
intensity in a unit; and

(vi) chronically unfilled direct care positions within the hospital;

(4) identify any units that pose a risk to patient safety due to inadequate staffing;

(5) propose solutions to solve insufficient staffing;

(6) propose solutions to reduce risks tagratsafety in inadequately staffed units; and

(7) describe staffing trends within the hospital.

Subd.3. Public posting of nurse staffing reports The commissioner must include on its website each
quarterly nurse staffing report submitted to the cossinner under subdivision 1.

Subd.4. Standardized reporting. The commissioner shall develop and provide to each hospital nurse staffing
committee a uniform format or standard form the committee must use to comply with the nurse staffing reporting
requrements under this sectionThe format or form developed by the commissioner must present the reported
information in a manner allowing patients and the public to clearly understand and compare staffing patterns and
actual levels of staffing across repog hospitals The commissioner must include, in the uniform format or on the
standardized form, space to allow the reporting hospital to include a description of additional resources available to
support unilevel patient care and a description of tlsgital.
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Subd.5. Penalties Notwithstanding section 144.653, subdivisions 5 and 6, the commissioner may impose an
immediate fine of up to $5,000 for each instance of a failure to report an elective surgery requiring reporting under
subdivision 2, clause (2) The facility may request a hearing on the immediate fine under section 144.653,
subdivision 8.

EFFECTIVE DATE . This section is effective October 1, 2025.

Sec.91. [144.7058] GRADING OF COMPLIANCE WITH CORE STAFFING PLANS.

Subdivision 1 Grading compliance with core staffing plans By January 1, 2026, the commissioner must
develop a uniform annual grading system that evaluates each hospital's compliance with its own core staffing plan
The commissioner must assign eachplitat a compliance grade based on a review of the hospital's nurse staffing
report submitted under section 144.709he commissioner must assign a failing compliance grade to any hospital
that has not been in compliance with its staffing plan for simare months during the reporting year.

Subd.2. Grading factors. When grading a hospital's compliance with its core staffing plan, the commissioner
must consider at least the following factors:

(1) the number of assaults and injuries occurrindpéhospital involving patients;

(2) the prevalence of infections, pressure ulcers, and falls among patients;

(3) emergency department wait times;

(4) readmissions;

(5) use of restraints and other behavior interventions;

(6) employment turnover rat@snong direct care registered nurses and other direct care health care workers;

(7) prevalence of overtime among direct care registered nurses and other direct care health care workers;

(8) prevalence of missed shift breaks among direct care registersgsmand other direct care health care
workers;

(9) frequency of incidents of being out of compliance with a core staffing plan; and

(10) the extent of noncompliance with a core staffing plan.

Subd.3. Public disclosure of compliance gradesBeginningJanuary 1, 2027, the commissioner must publish
a compliance grade for each hospital on the department website with a link to the hospital's core staffing plan, the
hospital's nurse staffing reports, and an accessible and easily understandable exmamadtatnthe compliance

grade means.

EFFECTIVE DATE . This section is effective January 1, 2026.

Sec.92. [144.7059] RETALIATION AGAINST NURSES PROHIBITED.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms havend®nings given.
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(b) "Emergency" means a period when replacement staff are not able to report for duty for the next shift, or a
period of increased patient need, because of unusual, unpredictable, or unforeseen circumstances, including but not
limited to anact of terrorism, a disease outbreak, adverse weather conditions, or a natural disaster, that impacts
continuity of patient care.

(c) "Nurse" has the meaning given in section 148.171, subdivision 9, and includes nurses employed by the state.

(d) "Taking action against” means discharging, disciplining, threatening, reporting to the Board of Nursing,
discriminating against, or penalizing regarding compensation, terms, conditions, location, or privileges of
employment.

Subd.2. Prohibited actions. Exceptas provided in subdivision 5, a hospital or other entity licensed under
sections 144.50 to 144.58, and its agent, or other health care facility licensed by the commissioner of health, and the
facility's agent, is prohibited from taking action against es@wolely on the ground that the nurse fails to accept an
assignment of one or more additional patients because the nurse determines that accepting an additional patient
assignment, in the nurse's judgment, may create an unnecessary danger to alifmtieedtth, or safety or may
otherwise constitute a ground for disciplinary action under section 148P6$ subdivision does not apply to a
nursing facility, an intermediate care facility for persons with developmental disabilities, or a licensiddocare
home.

Subd.3. State nurses Subdivision 2 applies to nurses employed by the state regardless of the type of facility
where the nurse is employed and regardless of the facility's license, if the nurse is involved in resident or patient care.

Subd.4. Collective bargaining rights. This section does not diminish or impair the rights of a person under
any collective bargaining agreement.

Subd.5. Emergency. A nurse may be required to accept an additional patient assignment in an emergency.

Subd.6. Enforcement The commissioner of labor and industry shall enforce this seclible commissioner
of labor and industry may assess a fine of up to $5,000 for each violation of this section.

Sec.93. Minnesota Statutes 2022, section 144.7@6ibdivision 1, is amended to read:

Subdivision 1 Establishment of reporting system (a) The commissioner shall establish an adverse health
event reporting system designed to facilitate quality improvement in the health care. sys&emeporting systa
shall not be designed to punish errors by health care practitioners or health care facility employees.

(b) The reporting system shall consist of:

(1) mandatory reporting by facilities of 27 adverse health care events;

(2) mandatory reporting bYacilities of whether the unit where an adverse event occurred was in compliance
with the core staffing plan for the unit at the time of the adverse event;

(3) mandatory completion of a root cause analysis and a corrective action plan by the faciipatidg of the
findings of the analysis and the plan to the commissioner or reporting of reasons for not taking corrective action;

£3) (4) analysis of reported information by the commissioner to determine patterns of systemic failure in the
health caresystem and successful methods to correct these failures;

{4 (5) sanctions against facilities for failure to comply with reporting system requirements; and
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£5) (6) communication from the commissioner to facilities, health care purchasers, and the uldixirize
the use of the reporting system to improve health care quality.

(c) The commissioner is not authorized to select from or between competing alternate acceptable medical
practices.

EFFECTIVE DATE . This section is effective October 1, 2025.

Sec 94. Minnesota Statutes 2022, section 144.9501, subdivision 9, is amended to read:

Subd.9. Elevated blood lead level "Elevated blood lead level" means a diagnostic blood lead test with a result
that is equal to or greater théen 3.5 micrograms oflead per deciliter of whole blood in any person, unless the
commissioner finds that a lower concentration is necessary to protect public health.

Sec.95. Minnesota Statutes 2022, section 144.9501, subdivision 17, is amended to read:
Subd.17. Lead hazad reduction. (a) "Lead hazard reduction" means abatementab team servicesr

interim controls undertaken to make a residence, child care facility, school, playground, or other location where lead
hazards are identified leadhfe by complying with thkead standards and methods adopted under section 144.9508.

(b) Lead hazard reduction does not include renovation activity that is primarily intended to remodel, repair, or
restore a given structure or dwelling rather than abate or céedtibbased paint hazards.

(c) Lead hazard reduction does not include activities that disturb painted surfaces that total:

(1) less than 20 square feet (two square meters) on exterior surfaces; or

(2) less than two square feet (0.2 square meters) ime@mor room.

Sec.96. Minnesota Statutes 2022, section 144.9501, subdivision 26a, is amended to read:
Subd.26a Regulated lead work (&) "Regulated lead work" means:
(1) abatement;

(2) interim controls;

(3) a clearance inspection;

(4) a leachazard screen;

(5) a lead inspection;

(6) a lead risk assessment;

(7) lead project designer services;

(8) lead sampling technician services;

(9) swab team services;

(10) renovation activitiesyr
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(11) lead hazard reduction; or

&1 (12) activities performed to comply with lead orders issuedabyommunity—health-boardn assessing
agency

Sec.97. Minnesota Statutes 2022, section 144.9501, subdivision 26b, is amended to read:

Subd.26h Renovaion. (a) "Renovation" means the modification of any {178 affected propertfor
compensatiorthat results in the disturbance of known or presumeddeathining painted surfaces defined under
section 144.9508, unless that activity is performed ad hemard reduction A renovation performed for the
purpose of converting a building or part of a building into an affected property is a renovation under this
subdivision.

(b) Renovation does not include minor repair and maintenance activities dedoribldd paragraph All
activities that disturb painted surfaces and are performed within 30 days of other activities that disturb painted
surfaces in the same room must be considered a single project when applying the criteridJbédas/ the activity
involves window replacement or demolition of a painted surface, building component, or portion of a structure, for
purposes of this paragraph, "minor repair and maintenance" means activities that disturb painted surfaces totaling:

(1) less than 20 squafeet (two square meters) on exterior surfaces; or

(2) less than six square feet (0.6 square meters) in an interior room.

(c) Renovation does not include total demolition of a freestanding struckae purposes of this paragraph,
"total demolition” meas demolition and disposal of all interior and exterior painted surfaces, including windows
Unpainted foundation building components remaining after total demolition may be reused.

Sec.98. Minnesota Statutes 2022, section 144.9501, is amendaddiyg a subdivision to read:

Subd.33. Compensation "Compensation” means money or other mutually agreed upon form of payment
given or received for regulated lead work, including rental payments, rental income, or salaries derived from rental

payments.

Sec.99. Minnesota Statutes 2022, section 144.9501, is amended by adding a subdivision to read:

Subd.34. Individual . "Individual" means a natural person.

Sec.100. Minnesota Statutes 2022, section 144.9505, subdivision 1, is amendad:to re

Subdivision 1 Licensing, certification, and permitting. (a) Fees collected under this section shall be
deposited into the state treasury and credited to the state government special revenue fund.

(b) Persons shall not advertise or otherwise ptebemselves as lead supervisors, lead workers, lead inspectors,
lead risk assessors, lead sampling technicians, lead project designers, renovation firms, or lead firms unless they
have licenses or certificates issued by the commissioner under this section
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(c) The fees required in this section for inspectors, risk assessors, and certified lead firms are waived for state or
local government employees performing services for or as an assessing agency.

adult
exempt from
me—mqawemems—Mtha#aJmens&and—pa%a#ee—aeeemhngmh&smmual re3|dent|al property owners

who perform requlated lead work on their own residence are exempt from the licensure and firm certification
requirements of this sectiorNotwithstanding the provisions of paragraphs (a) to (c), this exemption does not apply
when the requlated lead work is a renovation performed for compensation, when a child with an elevated blood level
has been identified in the residence or the building in which the residence is located, or when the residence is
occupied by one or more individls who are not related to the property owner, as defined under section 245A.02,

subdivision 13.

rty must
reens,

Sec.101 Minnesota Statutes 2022, section 144.9505, subdivision 1g, is amended to read:

Subd.1lg. Certified lead firm. A person whagerforms oremploys individuals to perform regulated leadrkyo
with the exception of renovatiomutside—of-the-person's—propenyust obtain certification as a lead firnThe
certificate must be in writing, contain an expiration date, be signed by the commissioner, and give the name and
address of th@erson to whom it is issuedA lead firm certificate is valid for one yeafThe certification fee is
$100, is nonrefundable, and must be submitted with each applicafioe lead firm certificate or a copy of the
certificate must be readily availablethe worksite for review by the contracting entity, the commissioner, and other
public health officials charged with the health, safety, and welfare of the state's citizens.

Sec.102 Minnesota Statutes 2022, section 144.9505, subdivision 1h, is amended:

Subd.1h. Certified renovation firm . A person whaperforms oremploys individuals to perform renovation
activities—outside—of theperson's—propefty compensatiormust obtain certification as a renovation firnThe
certificate must be in wiing, contain an expiration date, be signed by the commissioner, and give the name and
address of the person to whom it is issuAdrenovation firm certificate is valid for two year$he certification fee
is $100, is nonrefundable, and must be subnrhitigh each applicatianThe renovation firm certificate or a copy of
the certificate must be readily available at the worksite for review by the contracting entity, the commissioner, and
other public health officials charged with the health, safety waifhre of the state's citizens.

Sec.103 Minnesota Statutes 2022, section 144.9508, subdivision 2, is amended to read:

Subd.2. Regulated lead work standards and methods (a) The commissioner shall adopt rules establishing
regulated lead worktandards and methods in accordance with the provisions of this section, for lead in paint, dust,
drinking water, and soil in a manner that protects public health and the environment for all residences, including
residences also used for a commercial psepahild care facilities, playgrounds, and schools.

(b) In the rules required by this section, the commissioner shall require lead hazard reduction of intact paint only
if the commissioner finds that the intact paint is on a chewable odiestdproduagig surface that is a known source
of actual lead exposure to a specific individudhe commissioner shall prohibit methods that disperse lead dust
into the air that could accumulate to a level that would exceed the lead dust standard specified weldiothis
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The commissioner shall work cooperatively with the commissioner of administration to determine which lead
hazard reduction methods adopted under this section may be used feaflegutactices including prohibited
practices, preparation, dis@bsand cleanupThe commissioner shall work cooperatively with the commissioner of
the Pollution Control Agency to develop disposal procedurds adopting rules under this section, the
commissioner shall require the best available technology for tegulead work methods, paint stabilization, and
repainting.

(c) The commissioner of health shall adopt regulated lead work standards and methods for lead in bare soil in a
manner to protect public health and the environmérite commissioner shall adoptmaximum standard of 100
parts of lead per million in bare soiThe commissioner shall set a soil replacement standard not to exceed 25 parts
of lead per million Soil lead hazard reduction methods shall focus on erosion control and covering ofilbare so

(d) The commissioner shall adopt regulated lead work standards and methods for lead in dust in a manner to
protect the public health and environmeiust standards shall use a weight of lead per area measure and include
dust on the floor, on the wilow sills, and on window wellsLead hazard reduction methods for dust shall focus on
dust removal and other practices which minimize the formation of lead dust from paint, soil, or other sources.

(e) The commissioner shall adopt lead hazard reductioatds and methods for lead in drinking water both at
the tap and public water supply system or private well in a manner to protect the public health and the environment
The commissioner may adopt the rules for controlling lead in drinking water asinmmhtin Code of Federal
Regulations, title 40, part 14Drinking water lead hazard reduction methods may include an educational approach
of minimizing lead exposure from lead in drinking water.

() The commissioner of the Pollution Control Agency stalbpt rules to ensure that removal of exterior
lead-based coatings from residences and steel structures by abrasive blasting methods is conducted in a manner that
protects health and the environment.

(9) All regulated lead work standards shall providasmmable margins of safety that are consistent with more
than a summary review of scientific evidence and an emphasis on overprotection rather than underprotection when
the scientific evidence is ambiguous.

(h) No unit of local government shall have adioance or regulation governing regulated lead work standards
or methods for lead in paint, dust, drinking water, or soil that require a different regulated lead work standard or
method than the standards or methods established under this section.

(i) Notwithstanding paragraph (h), the commissioner may approve the use by a unit of local government of an
innovative lead hazard reduction method which is consistent in approach with methods established under this
section.

() The commissioner shall adoptles for issuing lead orders required under section 144.9504, rules for
notification of abatement or interim control activities requirements, and other rules necessary to implement sections
144.9501 to 144.9512.

(k) The commissioner shall adopt rules sistent with section 402(c)(3) of the Toxic Substances Control Act
and all regulations adopted thereuntierensure that renovation in a (878 affected propertwhere-a—child-or
pregnantfemale—residds conducted in a manner that protects health &edenvironment Notwithstanding
sections 14.125 and 14.128, the authority to adopt these rules does not expire.

() The commissioner shall adopt rules consistent with sections 406(a) and 406(b) of the Toxic Substances
Control Act Notwithstanding sectits 14.125 and 14.128, the authority to adopt these rules does not expire.
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Sec.104 Minnesota Statutes 2022, section 144A.06, subdivision 2, is amended to read:

Subd.2. New license required; change of ownership(a) The commissioner of health byle shall prescribe
procedures for licensure under this section.

(b) A new license is required and the prospective licensee must apply for a license prior to operating a currently
licensed nursing homeThe licensee must change whenever one of thedolpevents occur:

(1) the form of the licensee's legal entity structure is converted or changed to a different type of legal entity
structure;

(2) the licensee dissolves, consolidates, or merges with another legal organization and the licensee's legal
organization does not survive;

(3) within the previous 24 months, 50 percent or more of the licensee's ownership interest is transferred, whether
by a single transaction or multiple transactions to:

(i) a different persowr multiple different personsr

(i) a personor multiple personsvho had less than a five percent ownership interest in the facility at the time of
the first transaction; or

(4) any other event or combination of events that results in a substitution, elimination, or withdrawal of the
licensee's responsibility for the facility.

Sec.105 Minnesota Statutes 2022, section 144A.071, subdivision 2, is amended to read:

Subd.2. Moratorium . (a) The commissioner of health, in coordination with the commissioner of human
services, shall dg/ each request for new licensed or certified nursing home or certified boarding care beds except as
provided in subdivision 3 or 4a, or section 144A.07Gertified bed" means a nursing home bed or a boarding care
bed certified by the commissioner of hbdor the purposes of the medical assistance program, under United States
Code, title 42, sections 1396 et sd&tertified beds in facilities which do not allow medical assistance intake shall be
deemed to be decertified for purposes of this section only

(b) The commissioner of human services, in coordination with the commissioner of health, shall deny any
request to issue a license under section 252.28 and chapter 245A to a nursing home or boarding care home, if that
license would result in an increasethe medical assistance reimbursement amount.

(c) In addition, the commissioner of health must not approve any construction project whose cost exceeds
$1,000,000, unless:

) (1) any construction costs exceeding $1,000,000 are not added to thg'$aapipraised value and are not
included in the facility's payment rate for reimbursement under the medical assistance program; or

) (2) the project:

) (i) has been approved through the process described in section 144A.073;

) (ii) meets arexception in subdivision 3 or 4a;

£3) (iii) is necessary to correct violations of state or federal law issued by the commissioner of health;

) (iv) is necessary to repair or replace a portion of the facility that was damaged by fire, lightning, ground

shifts, or other such hazards, including environmental hazards, provided that the provisions of subdivision 4a, clause
(a), are met; or
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{5) (v) is being proposed by a licensed nursing facility that is not certified to participate in the medical assistance
program and will not result in new licensed or certified beds.

(d) Prior to the final plan approval of any construction project, the commissioners of health and human services
shall be provided with an itemized cost estimate for the project constructsd® df a construction project is
anticipated to be completed in phases, the total estimated cost of all phases of the project shall be submitted to the
commissioners and shall be considered as one construction pOject the construction projectdismpleted and
prior to the final clearance by the commissioners, the total project construction costs for the construction project
shall be submitted to the commissionetsthe final project construction cost exceeds the dollar threshold in this
subdiviion, the commissioner of human services shall not recognize any of the project construction costs or the
related financing costs in excess of this threshold in establishing the facility's pragetiyg payment rate.

(e) The dollar thresholds for comattion projects are as followsfor construction projects other than those
authorized inclauses—{H)-to{(6paragraph (c), clause (2), items (i) to,(the dollar threshold is $1,000,Q0@or
projects authorized after July 1, 1993, undesse-{d pargraph (c), clause (2), item,(the dollar threshold is the
cost estimate submitted with a proposal for an exception under section 144A.073, plus inflation as calculated
according to section 256B.431, subdivision 3f, paragraph Fr projects authored underclauses{2)-to—{4)
paragraph (c), clause (2), items (ii) to (ithe dollar threshold is the itemized estimate project construction costs
submitted to the commissioner of health at the time of final plan approval, plus inflation as calculatdoh@do
section 256B.431, subdivision 3f, paragraph (a).

(f) The commissioner of health shall adopt rules to implement this section or to amend the emergency rules for
granting exceptions to the moratorium on nursing homes under section 144A.073.

(q) All construction projects approved through section 144A.073, subdivision 3, after March 1, 2020, are subject
to the fair rental value property rate as described in section 256R.26.

EFFECTIVE DATE . This section is effective retroactively from March 1, 2020

Sec.106. Minnesota Statutes 2022, section 144A.073, subdivision 3b, is amended to read:

Subd.3b. Amendments to approved projects (a) Nursing facilities that have received approsalor-after
July-1-1993for exceptions to thenoratorium on nursing homes through the process described in this section may
request amendments to the designs of the projects by writing the commissioner within 15 months of receiving
approval Applicants shall submit supporting materials ttl@monstrate how the amended projects meet the criteria
described in paragraph (b).

(b) The commissioner shall approve requests for amendments for projects apgrosedfterJuhy1-1993,
according to the following criteria:

(1) the amended project dgss must provide solutions to all of the problems addressed by the original
application that are at least as effective as the original solutions;

(2) the amended project designs may not reduce the space in each resident's living area or in theriotal amou
common space devoted to resident and family uses by more than five percent;

(3) the costseeegm—zed—fe#remrbu#semenf amended prolect deS|gns shall the-threshold-amount-of-the
the cost estimate associated with the
pr0|ect as orlqlnallv approveéxcept under condltlons descrlbed in clause (4); and
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(4) total costsup j ified—i ecognized for
reimbursement-ibf the amendment are no qreater than ten percent of the cost estlmate assomated with the project as
initially approved ifthe proposer can document that one of the following circumstances is true:

(i) changes are needed due to a natural disaster;

(i) conditions that affect the safety or durability of the project that could not have reasonably been known prior
to approval are discovered;

(iii) state or federal law require changes in project design; or

(iv) documentable circumstances occur that are beybadcontrol of the owner and require changes in the
design.

(c) Approval of a request for an amendment does not alter the expiration of approval of the project according to
subdivision 3.

(d) Reimbursement for amendments to approved projects is indageofdthe actual construction costs and
based on the allowable appraised value of the completed profectapproved project may not be amended to
reduce the scope of an approved project.

EFFECTIVE DATE . This section is effective retroactively from Marl, 2020.

Sec.107. Minnesota Statutes 2022, section 144A.474, subdivision 3, is amended to read:

Subd.3. Survey process The survey process for core surveys shall include the following as applicable to the
particular licensee and settisgrveyed:

(1) presurvey review of pertinent documents and notification to the ombudsman fdedongare;

(2) an entrance conference with available staff;

(3) communication with managerial officials or the registered nurse in charge, if availabl@ngaithg
communication with key staff throughout the survey regarding information needed by the surveyor, clarifications

regarding home care requirements, and applicable standards of practice;

(4) presentation of written contact information to the prova®out the survey staff conducting the survey, the
supervisor, and the process for requesting a reconsideration of the survey results;

(5) a brief tour ofa—sample-othe housing-with-services-establishmeptdablishmenin which the provider is

providing home care services;
(6) a sample selection of home care clients;

(7) informationgathering through client and staff observations, client and staff interviews, and reviews of
records, policies, procedures, practices, and other agency information;

(8) interviews of clients' family members, if available, with clients' consent when the client can legally give
consent;
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(9) except for complaint surveys conducted by the Office of Health Faciliies Complaints}-sie exit
conference with preliminary findings shared—anddiscussed with the providewithin one business day after
completion of survey activitiesoecumentation—that-an—exit-conference—oceurat] with written information
provided on the process for requesting a reconsideration of theysesults; and

(10) postsurvey analysis of findings and formulation of survey results, including correction orders when
applicable.

Sec.108 Minnesota Statutes 2022, section 144A.474, subdivision 9, is amended to read:

Subd 9. Follow up surveys For providers that have Level 3 or Level 4 violations under subdivisioarEhy
e department shall conduct a follaw survey within 90 calendar days of
the survey When conducting a follovap surveythe surveyor will focus on whether the previous violations have
been corrected and may also address any new violations that are observed while evaluating the corrections that have
been made.

Sec.109. Minnesota Statutes 2022, section 144A.474, subdivi$R, is amended to read:

Subd.12. Reconsideration (a) The commissioner shall make available to home care providers a correction
order reconsideration procesEhis process may be used to challenge the correction order issued, including the level
and scope described in subdivision 11, and any fine asseg&x@ihg the correction order reconsideration request,
the issuance for the correction orders under reconsideration are not stayed, but the department shall post information
on the website with theorrection order that the licensee has requested a reconsideration and that the review is
pending.

(b) A licensed home care provider may request from the commissioner, in writing, a correction order
reconsideration regarding any correction order issagté provider The written request for reconsideration must
be received by the commissioner within &&lendarbusinessdays of the correction order receipt datéhe
correction order reconsideration shall not be reviewed by any surveyor, investigatopervisor that participated
in the writing or reviewing of the correction order being disput@thie correction order reconsiderations may be
conducted in person, by telephone, by another electronic form, or in writing, as determined by the commissione
The commissioner shall respond in writing to the request from a home care provider for a correction order
reconsideration within 60 days of the date the provider requests a reconsidefidt®mrommissioner's response
shall identify the commissioneidgcision regarding each citation challenged by the home care provider.

(c) The findings of a correction order reconsideration process shall be one or more of the following:
(1) supported in full, the correction order is supported in full, with no deleti findings to the citation;

(2) supported in substance, the correction order is supported, but one or more findings are deleted or modified
without any change in the citation;

(3) correction order cited an incorrect home care licensing requirenhentotrection order is amended by
changing the correction order to the appropriate statutory reference;

(4) correction order was issued under an incorrect citation, the correction order is amended to be issued under the
more appropriate correction ordetation;

(5) the correction order is rescinded;
(6) fine is amended, it is determined that the fine assigned to the correction order was applied incorrectly; or

(7) the level or scope of the citation is modified based on the reconsideration.
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(d) If the correction order findings are changed by the commissioner, the commissioner shall update the
correction order website.

(e) This subdivision does not apply to temporary licensees.

Sec.110. Minnesota Statutes 2022, section 144A.4&uhdivision 10, is amended to read:

Subd.10. Termination of service plan (a) If a home care provider terminates a service plan with a client, and
the client continues to need home care services, the home care provider shall provide the clientlant'she
representative, if any, with a written notice of termination which includes the following information:

(1) the effective date of termination;

(2) the reason for termination;

(3) a statement that the client may contact the Office of Ombudsmaprig Term Care to request an advocate

to assist regarding the termination and contact information for the office, including the office's central telephone
number;

£3) (4) a list of known licensed home care providers in the client's immediate geogaegdnic

) (5) a statement that the home care provider will participate in a coordinated transfer of care of the client to
another home care provider, health care provider, or caregiver, as required by the home care bill of rights, section
144A.44, subdigion 1, clause (17);

{5) (6) the name and contact information of a person employed by the home care provider with whom the client
may discuss the notice of termination; and

6) (7) if applicable, a statement that the notice of termination of home aatieesedoes not constitute notice of

termination ofthe-housing-with-services-contract-with-a-housing-with-services-establisamenbusing contract

(b) When the home care provider voluntarily discontinues services to all clients, the home care prostde
notify the commissioner, lead agencies, and ombudsman fortéomgcare about its clients and comply with the
requirements in this subdivision.

Sec.111 Minnesota Statutes 2022, section 144G.16, subdivision 7, is amended to read:

Subd.7. Fines and penalties (a) The fee fine for failure to comply with the notification requirements in
section 144G.52, subdivision 7, is $1,000.

(b) Fines and penalties collected under this section shall be deposited in a dedicated special revenu®account
an annual basis, the balance in the special revenue account shall be appropriated to the commissioner to implement
the recommendations of the advisory council established in section 144A.4799.

Sec.112 Minnesota Statutes 2022, section 144G.18, is antetudeead:
144G.18 NOTIFICATION OF CHANGES IN INFORMATION.
Subdivision 1 Notification. A provisional licenseer licensee shall notify the commissioner in writing prior to

a change in the manager or authorized agent and within 60 calendar days after any change in the information
required in section 144G.12, subdivision 1, clause (1), (3), (4), (17), or (18).
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Subd 2. Fines and penalties (a) The fine for failure to comply with the notification requirements of this
section is $1,000.

(b) Fines and penalties collected under this subdivision shall be deposited in a dedicated special revenue account
On _an annuabasis, the balance in the special revenue account shall be appropriated to the commissioner to
implement the recommendations of the advisory council established in section 144A.4799.

Sec.113 Minnesota Statutes 2022, section 144G.57, subdivision &esded to read:

Subd.8. Fine Fines and penalties (a) The commissioner may impose a fine for failure to follow the
requirements of this section.

(b) The fine for failure to comply with this section is $1,000.

(c) Fines and penalties collected undes section shall be deposited in a dedicated special revenue acGount
an annual basis, the balance in the special revenue account shall be appropriated to the commissioner to implement
the recommendations of the advisory council established in sdetih4799.

Sec.114 Minnesota Statutes 2022, section 145.411, subdivision 1, is amended to read:

Subdivision 1 Terms. As used in sections 145.411345-416145.414 the terms defined in this section have
the meanings given to them.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.115 Minnesota Statutes 2022, section 145.411, subdivision 5, is amended to read:

Subd.5. Abortion. "Abortion" includes an act, procedure or use of any instrument, medicine or drug which is
supplied or prescribed for or administerecatpregrant-womaan individual with the intention of terminating, and
which results in the termination,gfregnancy.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.116. Minnesota Statutes 2022, section 145.423, subdivision 1, is amended to read:

Subdivision 1 Recognition; medical care. A-bern-aliveAn infant as-aresult-ofan-ak@n who is born alive
shall be fully recognized as a human person, and accorded immediate protection under tA# teasonable
measures consistent with good medical practice, including the compilation of appropriate medical records, shall be

taken bythe responsible medical personnepteserve-the-life-and-health-of the born-alive-infaare for the infant

who is born alive

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.117. [145.561] 988 SUICIDE AND CRISIS UFELINE.

Subdivision 1 Definitions. (a) For the purposes of this section, the following have the meanings given.

(b) "Commissioner" means the commissioner of health.

(c) "Department” means the Department of Health.

(d) "988" means the universal tploone number designated as the universal telephone number within the United
States for the purpose of the national suicide prevention and mental health crisis hotline system operating through
the 988 Suicide and Crisis Lifeline, or its successor, mairddiyethe Assistant Secretary for Mental Health and
Substance Use under section 530&f the Public Health Service Act (United States Code, title 42, sections-286bb
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(e) "988 administrator" means the administrator of the national 988 SuiciderigiglLifeline maintained by the
Assistant Secretary for Mental Health and Substance Use under sectiof 62@ie Public Health Service Act.

(f) "988 contact" means a communication with the 988 Suicide and Crisis Lifeline system within the United
Staks via modalities offered including call, chat, or text.

(g) "988 Lifeline Center" means a stadlentified center that is a member of the Suicide and Crisis Lifeline
network that responds to statewide or regional 988 contacts.

(h) "988 Suicide and CrisiLifeline" or "988 Lifeline" means the national suicide prevention and mental health
crisis_hotline system maintained by the Assistant Secretary for Mental Health and Substance Use under section
520E3 of the Public Health Service Act (United States Ctitle,42, sections 290bB6c).

(i) "Veterans Crisis Line" means the Veterans Crisis Line maintained by the Secretary of Veterans Affairs under
United States Code, title 38, section 170F(h).

Subd.2. 988 Lifeline. (a) The commissioner shall administiye designation of and oversight for a 988
Lifeline center or a network of 988 Lifeline centers to answer contacts from individuals accessing the Suicide and
Crisis Lifeline from any jurisdiction within the state 24 hours per day, seven days per week.

(b) The designated 988 Lifeline Center must:

(1) have an active agreement with the 988 Suicide and Crisis Lifeline program for participation in the network
and the department;

(2) meet the 988 Lifeline program requirements and best practice guidelinepda@tional and clinical
standards;

(3) provide data and reports, and patrticipate in evaluations and related quality improvement activities as required
by the 988 Lifeline program and the department;

(4) identify or adapt technology that is demonstratetid interoperable across mobile crisis and public safety
answering points used in the state for the purpose of crisis care coordination;

(5) facilitate crisis and outgoing services, including mobile crisis teams in accordance with quidelines
establishedby the 988 Lifeline program and the department;

(6) actively collaborate and coordinate service linkages with mental health and substance use disorder treatment
providers, local community mental health centers including certified community behaviorti bkaics and
community behavioral health centers, mobile crisis teams, and community based and hospital emergency

departments;

(7) offer follow-up services to individuals accessing the 988 Lifeline Center that are consistent with guidance
established bthe 988 Lifeline program and the department; and

(8) meet the requirements set by the 988 Lifeline program and the department for serigikhamr=d specialized
populations.

(c) The commissioner shall adopt rules to allow appropiiEtEmation sharing and communication between
and across crisis and emergency response systems.

(d) The department, having primary oversight of suicide prevention, shall work with the 988 Lifeline program,
veterans crisis line, and other SAMHS#proved etworks for the purpose of ensuring consistency of public
messaging about 988 services
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(e) The department shall work with representatives from 988 Lifeline Centers and public safety answering
points, other public safety agencies, and the commissionmrbdit safety to facilitate the development of protocols
and procedures for interactions between 988 and 911 services across MinRFestriaols and procedures shall be
developed following available national standards and guidelines.

(f) The commissioar shall provide an annual public report on 988 Lifeline usage, including data on answer
rates, abandoned calls, and referrals to 911 emergency response.

Subd.3. Activities to support the 988 system The commissioner shall use money appropriated 988
system to fund:

(1) implementing, maintaining, and improving the 988 Suicide and Crisis Lifeline to ensure the efficient and
effective routing and handing of calls, chats, and texts made to the 988 Lifeline Centers, including staffing and
technologéal infrastructure enhancements necessary to achieve operational standards and best practices set by the
988 Lifeline and the department;

(2) personnel for 988 Lifeline Centers;

(3) the provision of acute mental health and crisis outreach servicessmnperho contact a 988 Lifeline
Center;

(4) publicizing and raising awareness of 988 services, or providing grants to organizations to publicize and raise
awareness of 988 services;

(5) data collection, reporting, participation in evaluations, publienotemn, and related quality improvement
activities as required by the 988 administrator and the department; and

(6) administration, oversight, and evaluation.

Subd.4. 988 Lifeline operating budget; report on data to legislature The commissioner shabrovide to the
legislature a biennial report for maintaining the 988 systdihe report must include data on direct and indirect
expenditures to maintain the 988 system.

Sec.118 Minnesota Statutes 2022, section 145.87, subdivisionadnéended to read:

Subd.4. Administrative-costs Administration . The commissioner mayse-up-to-seven-percent-of- the-annual

appropriation—under—this—section pyovide training and technical assistance #émédminister and evaluate the
program The commissioner may contract for training, capabityiding support for grantees or potential grantees,

technical assistance, and evaluation support.

Sec.119 [145.903] SCHOOL-BASED HEALTH CENTERS.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Schootbased health center" or "comprehensive schaskd health center” means a safety net health care
delivery model that is located in or near a sdhagility and that offers comprehensive health care, including
preventive and behavioral health services, provided by licensed and gualified health professionals in accordance
with federal, state, and local lawVhen not located on school property, thbaotbased health center must have an
established relationship with one or more schools in the community and operate to primarily serve those student

groups

(c) "Sponsoring organization" means any of the following that operate a dudwed health ceer:

(1) health care providers;
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(2) community clinics;

(3) hospitals;

(4) federally qualified health centers and leslikes as defined in section 145.9269;

(5) health care foundations or nonprofit organizations;

(6) higher education institutions; or

(7) local health departments.

Subd.2. Expansion of Minnesota schoebased health centers (a) The commissioner of health shall
administer a program to provide grants to school districts and sbheetl health centers to support existing centers
andfacilitate the growth of schodlased health centers in Minnesota.

(b) Grant funds distributed under this subdivision shall be used to support new or existingbssieaohealth
centers that:

(1) operate in partnership with a school or schistrict and with the permission of the school or school district
board;

(2) provide health services through a sponsoring organization; and

(3) provide health services to all students and youth within a school or school district, regardless of ability to
pay, insurance coverage, or immigration status, and in accordance with federal, state, and local law.

(c) The commissioner of health shall administer a grant to a nonprofit organization to facilitate a community of
practice among schoblased health cests to improve quality, equity, and sustainability of care delivered through
schootbased health centers; encourage esbgging among schotlased health centers; support existing clinics;
and expand schodiased health centers in new communities in Mguta

(d) Grant recipients shall report their activities and annual performance measures as defined by the
commissioner in a format and time specified by the commissioner.

(e) The commissioners of health and of education shall coordinate the pavjddtstiatives funded under this
section with other efforts at the local, state, or national level to avoid duplication and promote coordinated efforts.

Subd.3. Schootbased health center servicesServices provided by a schemhsed health center maclude
but are not limited to:

(1) preventive health care;

(2) chronic medical condition management, including diabetes and asthma care;

(3) mental health care and crisis management;

(4) acute care for illness and injury;

(5) oral health care;

(6) vision care;
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(7) nutritional counseling;

(8) substance abuse counseling;

(9) referral to a specialist, medical home, or hospital for care;

(10) additional services that address social determinants of health; and

(11) emerging services such as melfiealth and telehealth.

Subd.4. Sponsoring organizations A sponsoring organization that agrees to operate a stiaseld health
center must enter into a memorandum of agreement with the school or school. diflictmemorandum_of
agreement must rege the sponsoring organization to be financially responsible for the operation of-balsed!
health centers in the school or school district and must identify the costs that are the responsibility of the school or
school district, such as Internet agsgecustodial services, utilities, and facility maintenarite the greatest extent
possible, a sponsoring organization must bill private insurers, medical assistance, and other public programs for
services provided in the schemhsed health centers inder to maintain the financial sustainability of schbaked
health centers.

Sec.120. Minnesota Statutes 2022, section 145.924, is amended to read:
145.924A1BS HIV. PREVENTION GRANTS.

(a) The commissioner may award grants to community health boards as defined in section 145A.02, subdivision
5, state agencies, state councils, or nonprofit corporations to provide evaluation and counseling services to
populations at risk for acquiring humammunodeficiency virus infection, including, but not limited #miperities
communities of colgradolescentdptravenous-drug-usergomen, people who inject drugandhemesexuatb-men
gay, bisexual, and transgender individuals

(b) The commissioner magward grants to agencies experienced in providing services to communities of color,
for the design of innovative outreach and education programs for targeted groups within the community who may be
at risk of acquiring the human immunodeficiency virus étifn, includinginrtravenous-drug-usepeople who inject
drugs and their partners, adolescermgmen, andgay and bisexua] and transgendendividuals and—women
Grants shall be awarded on a request for proposal basis and shall include funds fistratir@rcosts Priority for
grants shall be given to agencies or organizations that have experience in providing service to the particular
community which the grantee proposes to serve; that have policy makers representative of the targeted population;
that have experience in dealing with issues relating to HIV/AIDS; and that have the capacity to deal effectively with
persons of differing sexual orientationg-or purposes of this paragraph, the "communities of color" dhe:
Americanindian community;the Hispanic community; the Africeimerican community; and the AsidMacific
Islandercommunity.

(c) All state grants awarded under this section for programs targeted to adolescents shall include the promotion
of abstinence from sexual activity and dusg.

(d) The commissioner shall administer a grant program to provide funds to organizations, including Tribal health
agencies, to assist with HIV/AIDS outbreaks.

Sec.121 Minnesota Statutes 2022, section 145.925, is amended to read:

145.925FAMIEY-PEANNING— SEXUAL AND REPRODUCTIVE HEALTH SERVICES GRANTS.

Subd|V|S|on 1 Ehg«tb\le—ergamzatlens—pwpeseGoal and establlshment lhe—eemmtssmer—ef—health—may
pmpregnaney—fanmty—planmng—semee&a) It is the qoal of the state to mcrease access to sexual and reproductlve
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health services for people who experience barriers, whether geographic, cultural, financial, or other, in access to
such services The commissioner of health shall administer grants to facilitate access to sexual and reproductive
health services for people of reproductive age, particularly those from populations that experience barriers to these
services.

(b) The comnssioner of health shall coordinate with other efforts at the local, state, or national level to avoid
duplication and promote complementary efforts in sexual and reproductive health service promotion among people
of reproductive age.

Subd.2a Sexual and reproductive health services defined For purposes of this section, "sexuaid
reproductive health services" means services that promote a state of complete physical, mental, and social
well-being in relation to sexuality, reproduction, and the reproductive system and its functions and processes, and
not merely the absence of dase or infirmity These services must be provided in accord with nationally
recognized standards and include but are not limited to sexual and reproductive health counseling, voluntary and
informed decisiormaking on sexual and reproductive health, infation on and provision of contraceptive
methods, sexual and reproductive health screenings and treatment, pregnancy testing and counseling, and other
preconception services.

Subd.3. Miners Grants authorized.

any ary ry school
building: (a) The commissioner of health shall award grants to eligible community organizations, including
nonprofit or@nizations, community health boards, and Tribal communities in rural and metropolitan areas of the
state to support, sustain, expand, or implement reproductive and sexual health programs for people of reproductive
age to increase access to and availahbilitynedically accurate sexual and reproductive health services.

(b) The commissioner of health shall establish application scoring criteria to use in the evaluation of applications
submitted for award under this sectiodhese criteria shall include bare not limited to the degree to which
applicants' programming responds to demographic factors relevant to subdivision 1, paragraph (a), and paragraph (f).

(c) When determining whether to award a grant or the amount of a grant under this section, tlssioaemof
health may identify and stratify geographic regions based on the region's need for sexual and reproductive health
services In this stratification, the commissioner may consider data on the prevalence of poverty and other factors
relevant to ayeographic region's need for sexual and reproductive health services

(d) The commissioner of health may consider geographic and Tribal communities' representation in the award of
grants

(e) Current recipients of funding under this secsbnll not be afforded priority over new applicants.
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() Grant funds shall be used to support new or existing sexual and reproductive health programs that provide
personcentered, accessible services; that are culturally and linguistaatisopriate, inclusive of all people, and
traumainformed; that protect the dignity of the individual; and that ensure equitable, quality services consistent with
nationally recognized standards of cafdese services shall include:

(1) education and areach on medically accurate sexual and reproductive health information;

(2) contraceptive counseling, provision of contraceptive methods, and fofow

(3) screening, testing, and treatment of sexually transmitted infections and other sexual artrepamhcerns; and

(4) referral and followup for medical, financial, mental health, and other services in accord with a service
recipient's needs

ion-0 i i isti d itenance of
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Subd.6. Public services; individual and-employeerights. The request of any person i
sexual and reproductive heakkrvices or the refusal to accept any service shall in yoaffact the right of the
person to receive public assistance, public health services, or any other public ddoifdag in this section shall
abridge the right of théadividual personto make decisions concernidgmily-planningsexual and reprodugeé
health nor shall anyrdividual personbe required to state a reason for refusing any offéarafly-planningsexual
and reproductive healervices.

All information gathered by any agency, entity, or individual conducting prografasify-planningsexual and
reproductive healths private data on individuals within the meaning of section 13.02, subdivisionFb2 any
person or entity meeting the definition of a "provider" under section 144.291, subdivision 2, paragraph (i), all sexual
and reproductive health services informatioowvided to, gathered about, or received from a person under this
section is also subject to the Minnesota Health Records Act, in sections 144.291 t0.144.298
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Sec.122 [145.9257] COMMUNITY SOLUTIONS FOR HEALTHY CHILD DEVELOPMENT GRANT
PROGRAM.

Subdivision 1 Establishment The commissioner of health shaktablish a grant program to improve child
development outcomes and the wadiing of children of color and American Indian children from prenatal to grade
3 and their families The purposes of the program are to:

(1) improve child development outcomedated to the welbeing of children of color and American Indian
children from prenatal to grade 3 and their families, including but not limited to the goals outlined by the
Department of Human Services' early childhood systems reform effatly leariing; health and welbeing;
economic security; and safe, stable, nurturing relationships and environments by funding corbasedty
solutions for challenges that are identified by the affected community;

(2) reduce racial disparities in children's heailtid development from prenatal to grade 3; and

(3) promote racial and geographic equity.

Subd.2. Commissioner's duties The commissioner of health shall:

(1) develop a request for proposals for the community solutions for healthy child developamgmirggram in
consultation with the community solutions advisory council;

(2) provide outreach, technical assistance, and program development support to increase capacity for new and
existing service providers in order to better meet statewide neetsulaaly in greater Minnesota and areas where
services to reduce health disparities have not been established;

(3) review responses to requests for proposals, in consultation with the community solutions advisory council,
and award grants under tlsisction;
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(4) ensure communication with the ethnic councils, Minnesota Indian Affairs Council, and the State Advisory
Council on Early Childhood Education and Care on the request for proposal process;

(5) establish a transparent and objective accountalpititcess, in consultation with the community solutions
advisory council, focused on outcomes that grantees agree to achieve;

(6) provide grantees with access to data to assist grantees in establishing and implementing effective
communityled solutions;

(7) maintain data on outcomes reported by grantees; and

(8) contract with an independent thiparty entity to evaluate the success of the grant program and to build the
evidence base for effective community solutions in reducing health disparitiesldieohof color and American
Indian children from prenatal to grade 3.

Subd.3. Community solutions advisory council; establishment; duties; compensation(a) No later than
October 1, 2023, the commissioner shall have convenedmeliber community solisins advisory council as
follows:

(1) two members representing the African Heritage community;

(2) two members representing the Latino community;

(3) two members representing the AsRacific Islander community;

(4) two members representing the Amaridndian community;

(5) two parents of children who are under nine years of age and are Black, nonwhite people of color, or
American Indian;

(6) one member with research or academic expertise in racial equity and healthy child development; and

(7) one_member representing an organization that advocates on behalf of communities of color or American
Indians.

(b) At least three of the 12 members of the advisory council must come from outside the@awgn
metropolitan area.

(c) The community solutins advisory council shall:

(1) advise the commissioner on the development of the request for proposals for community solutions for
healthy child development grant$n advising the commissioner, the council must consider how to build on the
capacity ofcommunities to promote child and family weking and address social determinants of healthy child

development;

(2) review responses to requests for proposals and advise the commissioner on the selection of grantees and
grant awards;

(3) advise the comissioner on the establishment of a transparent and objective accountability process focused
on outcomes the grantees agree to achieve;

(4) advise the commissioner on ongoing oversight and necessary support in the implementation of the program; and
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(5) support the commissioner on other racial equity and early childhood grant efforts.

(d) Each advisory council member shall be compensated in accordance with section 15.059, subdivision 3.

Subd.4. Eligible grantees Organizations eligible to receive atdunding under this section include:

(1) organizations or entities that work with Black communities, nonwhite communities of color, and American
Indian communities;

(2) Tribal nations and Tribal organizations as defined in section 658P of the Cleldu@hDevelopment Block
Grant Act of 1990; and

(3) organizations or entities focused on supporting healthy child development.

Subd.5. Strategic _consideration and priority of proposals; eligible populations; grant awards (a) The
commissioner, in consultation with the community solutions advisory council, shall develop a request for proposals
for healthy child development granttn developing the proposals and awarding the grants, the commissioner shall
consider building on theapacity of communities to promote child and family wWeding and address social
determinants of healthy child developmerProposals must focus on increasing racial equity and healthy child
development and reducing health disparities experienced byarhiwho are Black, nonwhite people of color, or
American Indian from prenatal to grade 3 and their families.

(b) In awarding the grants, the commissioner shall provide strateqgic consideration and give priority to proposals from:

(1) organizations or ertiies led by Black and other nonwhite people of color and serving Black and nonwhite
communities of color;

(2) organizations or entities led by American Indians and serving American Indians, including Tribal nations and
Tribal organizations;

(3) organizabns or entities with proposals focused on healthy development from prenatal to grade three;

(4) organizations or entities with proposals focusing on multigenerational solutions;

(5) organizations or entities located in or with proposals to serve cortiesuficated in counties that are
moderate to high risk according to the Wilder Research Risk and Reach Report; and

(6) communitybased organizations that have historically served communities of color and American Indians and
have not traditionally had eess to state grant funding.

The advisory council may recommend additional strategic considerations and priorities to the commissioner.

Subd.6. Geographic distribution of grants. The commissioner and the advisory council shall ensure that
grant fundsare prioritized and awarded to organizations and entities that are within counties that have a higher
proportion of Black, nonwhite communities of color, and American Indians than the state average, to the extent

possible.

Subd.7. Report. Grantees musteport grant program outcomes to the commissioner on the forms and
according to the timelines established by the commissioner.
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Sec.123 [145.9272] LEAD REMEDIATION IN SCHOOL AND CHILD CARE SETTINGS GRANT
PROGRAM.

Subdivision 1 Establishment; purpose The commissioner of health shall develop a grant program for the
purpose of remediating identified sources of lead in drinking water in schools and licensed child care settings

Subd.2. Grants authorized. The commissioner shall award grants through a request for proposals process to
schools and licensed child care settind®riority shall be given to schools and licensed child care settings with
higher levels of lead detected in water samples, evidence ofde@de lines, or lead plumbing materials and school
districts that serve disadvantaged communities

Subd.3. Grant allocation. Grantees must use the funds to address sources of lead contamination in their
facilities including but not limited to seise connections and premise plumbing, and to implement best practices for
water management within the building.

Sec.124. [145.9273] TESTING FOR LEAD IN DRINKING WATER IN CHILD CARE SETTINGS.

Subdivision 1 Requirement to test (a) By July 1, 2024, ¢éiensed or certified child care providers must
develop a plan to accurately and efficiently test for the presence of lead in drinking water in child care facilities
following either the Department of Health's document "Reducing Lead in Drinking Wat&echnical Guidance
for Minnesota's School and Child Care Facilities" or the Environmental Protection Agency's T3dsting,
Testing, Taking Action" guidance materials.

(b) For purposes of this section, "licensed or certified child care provider" mezrnkl a&are center licensed
under Minnesota Rules, chapter 9503, or a certified licerempt child care center under chapter 245H.

Subd.2. Scope and frequency of testing The plan under subdivision 1 must include testing every building
serving childre and all water fixtures used for consumption of water, including water used in food prepafdition
taps must be tested at least once every five yearicensed or certified child care provider must begin testing in
buildings by July 1, 2024, and catete testing in all buildings that serve students within five years.

Subd.3. Remediation of lead in drinking water. The plan under subdivision 1 must include steps to
remediate if lead is present in drinking wateA licensed or certified child carprovider that finds lead at
concentrations at or exceeding five parts per billion at a specific location providing water to children within its
facilities must take action to reduce lead exposure following guidance and verify the success of remediation by
retesting the location for leadRemediation actions are actions that reduce lead levels from the drinking water
fixture as demonstrated by testingThis includes using certified filters, implementing and documenting a
building-wide flushingprogram, and replacing or removing fixtures with elevated lead levels.

Subd.4. Reporting results. (a) A licensed or certified child care provider that tested its buildings for the
presence of lead shall make the results of the testing and any reoredtaps taken available to parents and staff
and notify them of the availability of result®eporting shall occur no later than 30 days from receipt of results and
annually thereafter

(b) Beqginning July 1, 2024, a licensed or certified child caowiger must report the provider's test results and
remediation activities to the commissioner of health annually on or before July 1 of each year.

Sec.125 [145.987] HEALTH EQUITY ADVISORY AND LEADERSHIP (HEAL) COUNCIL.

Subdivision 1 Establishment; composition of advisory council The commissioner shall establish and
appoint a health equity advisory and leadership (HEAL) council to provide guidance to the commissioner of health
regarding strengthening and improving the health of communities mosttedpby health inequities across the
state The council shall consist of 18 members who will provide representation from the following groups:
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(1) African American and African heritage communities;

(2) Asian American and Pacific Islander communities;

(3) Latina/o/x communities;

(4) American Indian communities and Tribal governments and nations;

(5) disability communities;

(6) lesbian, gay, bisexual, transgender, and queer (LGBTQ) communities; and

(7) representatives who reside outsidesdbeencounty metropolitan area.

Subd.2. Organization and meetings The advisory council shall be organized and administered under section
15.059 Meetings shall be held at least quarterly and hosted by the deparBuiommittees may be convened as
necessary Advisory council meetings are subject to the open meeting law under chapter 13D

Subd.3. Duties. The advisory council shall:

(1) advise the commissioner on health equity issues and the health equity priorities and concerns of the
populaions specified in subdivision 1;

(2) assist the agency in efforts to advance health equity, including consulting on specific agency policies and
programs, providing ideas and input about potential budget and policy proposals, and recommesmelingf
agency policies, standards, or procedures that may create or perpetuate health inequities; and

(3) assist the agency in developing and monitoring meaningful performance measures related to advancing
health equity

Subd.4. Expiration. The alvisory council shall remain in existence until health inequities in the state are
eliminated Health inequities will be considered eliminated when race, ethnicity, income, gender, gender identity,
geographic location, or other identity or social markdr no longer be predictors of health outcomes in the state
Section 145.928 describes nine health disparities that must be considered when determining whether health
inequities have been eliminated in the state

Sec.126. Minnesota Statutes 2022, §iea 145A.131, subdivision 1, is amended to read:

Subdivision 1 Funding formula for community health boards. (a) Base funding for each community health
board eligible for a local public health grant under section 145A.03, subdivision 7, shall beirtsdelbym each
community health board's fiscal year 2003 allocations, prior to unallotment, for the following grant programs:
community health services subsidy; state and federal maternal and child health special projects grants; family home
visiting grants TANF MN ENABL grants; TANF youth risk behavior grants; and available women, infants, and
children grant funds in fiscal year 2003, prior to unallotment, distributed based on the proportion of WIC
participants served in fiscal year 2003 within the CHSiserarea.

(b) Base funding for a community health board eligible for a local public health grant under section 145A.03,
subdivision 7, as determined in paragraph (a), shall be adjusted by the percentage difference between the base, as
calculated in paragph (a), and the funding available for the local public health grant.

(c) Multicounty or multicity community health boards shall receive a local partnership base of up to $5,000 per
year for each county or city in the case of a multicilynmunity health board included in the community health
board.
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(d) The State Community HealBervicesAdvisory Committee may recommend a formula to the commissioner
to use in distributing funds to community health boards.

(e) Notwithstanding any adjustmiein paragraph (b), community health boards, all or a portion of which are
located outside of the counties of Anoka, Chisago, Carver, Dakota, Hennepin, Isanti, Ramsey, Scott, Sherburne,
Washington, and Wright, are eligible to receive an increase eqtea fmercent of the grant award to the community
health board under paragraph (a) starting July 1, 20h® increase in calendar year 2015 shall be prorated for the
last six months of the yeaiFor calendar years beginning on or after January 1, 20&@&ntlount distributed under
this paragraph shall be adjusted each year based on available funding and the number of eligible community health
boards.

() Funding for foundational public health responsibilities must be distributed based on a formularsketdyyni
the commissioner in consultation with the State Community Health Services Advisory Comnéitiaartion of
these funds may be used to fund new organizational models, including multijurisdictional and regional partnerships
These funds shall be ub& accordance with subdivision 5.

Sec.127. Minnesota Statutes 2022, section 145A.131, subdivision 5, is amended to read:

Subd.5. Use of funds (a) Community health boards may use base funding dheir local public health grant
fundsas outlinel in subdivision 1, paragraphs (a) to ¢e)address the areas of public health responsibility and local
priorities developed through the community health assessment and community health improvement planning
process.

(b) Funding for foundational publicelalth responsibilities as outlined in subdivision 1, paragraph (f), must be
used to fulfill foundational public health responsibilities as defined by the commissioner in consultation with the
State Community Health Services Advisory Committee unless a aoityrhealth board demonstrates fulfilment
of foundational public health responsibilitief a community health board demonstrates foundational public health
responsibilities are fulfilled, funds may be used for local priorities developed through rimaucity health
assessment and community health improvement planning process.

(c) By July 1, 2028, all local public health grant funds must be used first to fulfill foundational public health
responsibilities Once a community health boadkemonstrates foundational public health responsibilities are
fulfilled, funds may be used for local priorities developed through the community health assessment and community
health improvement planning process.

Sec.128 Minnesota Statutes 2022, sectibdbA.14, is amended by adding a subdivision to read:

Subd.2b. Grants to Tribes. The commissioner shall distribute grants to Tribal governments for foundational
public health responsibilities as defined by each Tribal government

Sec.129 Minnesot Statutes 2022, section 147A.08, is amended to read:
147A.08 EXEMPTIONS.
(a) This chapter does not apply to, control, prevent, or restrict the practice, service, or activities of persons listed

in section 147.09, clauses (1) to (6) and (8) to;(I#isons regulated under section 214.01, subdivisipror2
persongnidlevel practitioners, nurses, or nursgdwives agdefined in section 144.1501, subdivisioppbragraphs

tlo-and-()

(b) Nothing in this chapter shall be construed to redigemsure of:

(1) a physician assistant student enrolled in a physician assistant educational program accredited by the
Accreditation Review Commission on Education for the Physician Assistant or by its successor agency approved by
the board,;
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(2) a physi@an assistant employed in the service of the federal government while performing duties incident to
that employment; or

(3) technicians, other assistants, or employees of physicians who perform delegated tasks in the office of a
physician but who do notlentify themselves as a physician assistant.

Sec.130. Minnesota Statutes 2022, section 148.261, subdivision 1, is amended to read:

Subdivision 1 Grounds listed The board may deny, revoke, suspend, limit, or condition the license and
registration ofany person to practice advanced practice, professional, or practical nursing under sections 148.171 to
148.285, or to otherwise discipline a licensee or applicant as described in section .14Bn26llowing are
grounds for disciplinary action:

(1) Fdlure to demonstrate the qualifications or satisfy the requirements for a license contained in sections
148.171 to 148.285 or rules of the baatd the case of a person applying for a license, the burden of proof is upon
the applicant to demonstrate tipealifications or satisfaction of the requirements.

(2) Employing fraud or deceit in procuring or attempting to procure a permit, license, or registration certificate to
practice advanced practice, professional, or practical nursing or attempting tot shbvicensing examination
process. Conduct that subverts or attempts to subvert the licensing examination process includes, but is not limited to:

(i) conduct that violates the security of the examination materials, such as removing examinati@isnirateri
the examination room or having unauthorized possession of any portion of a future, current, or previously
administered licensing examination;

(i) conduct that violates the standard of test administration, such as communicatingnetditler examinee
during administration of the examination, copying another examinee's answers, permitting another examinee to copy
one's answers, or possessing unauthorized materials; or

(i) impersonating an examinee or permitting an impersonator tottekexamination on one's own behalf.

(3) Conviction of a felony or gross misdemeanor reasonably related to the practice of professional, advanced
practice registered, or practical nursingonviction as used in this subdivision includes a convictioanobffense
that if committed in this state would be considered a felony or gross misdemeanor without regard to its designation
elsewhere, or a criminal proceeding where a finding or verdict of guilt is made or returned but the adjudication of
guilt is either withheld or not entered.

(4) Revocation, suspension, limitation, conditioning, or other disciplinary action against the person's professional
or practical nursing license or advanced practice registered nursing credential, in another state,deadtonyry;
failure to report to the board that charges regarding the person's nursing license or other credential are pending in
another state, territory, or country; or having been refused a license or other credential by another state, territory, or
country.

(5) Failure to or inability to perform professional or practical nursing as defined in section 148.171, subdivision
14 or 15, with reasonable skill and safety, including failure of a registered nurse to supervise or a licensed practical
nurse tamonitor adequately the performance of acts by any person working at the nurse's direction.

(6) Engaging in unprofessional conduct, including, but not limited to, a departure from or failure to conform to
board rules of professional or practical nursingcgice that interpret the statutory definition of professional or
practical nursing as well as provide criteria for violations of the statutes, or, if no rule exists, to the minimal
standards of acceptable and prevailing professional or practical nursictic@, or any nursing practice that may
create unnecessary danger to a patient's life, health, or.saetyal injury to a patient need not be established
under this clause.
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(7) Failure of an advanced practice registered nurse to practice with rielesskith and safety or departure from
or failure to conform to standards of acceptable and prevailing advanced practice registered nursing.

(8) Delegating or accepting the delegation of a nursing function or a prescribed health care function when the
delegation or acceptance could reasonably be expected to result in unsafe or ineffective patient care.

(9) Actual or potential inability to practice nursing with reasonable skill and safety to patients by reason of
illness, use of alcohol, drugs, chemicalsany other material, or as a result of any mental or physical condition.

(10) Adjudication as mentally incompetent, mentally ill, a chemically dependent person, or a person dangerous
to the public by a court of competent jurisdiction, within or withthig state.

(11) Engaging in any unethical conduct, including, but not limited to, conduct likely to deceive, defraud, or harm
the public, or demonstrating a willful or careless disregard for the health, welfare, or safety of a patiaat
injury neal not be established under this clause.

(12) Engaging in conduct with a patient that is sexual or may reasonably be interpreted by the patient as sexual,
or in any verbal behavior that is seductive or sexually demeaning to a patient, or engaging iexpdoitaiion of a
patient or former patient.

(13) Obtaining money, property, or services from a patient, other than reasonable fees for services provided to
the patient, through the use of undue influence, harassment, duress, deception, or fraud.

(14) Revealing a privileged communication from or relating to a patient except when otherwise required or
permitted by law.

(15) Engaging in abusive or fraudulent billing practices, including violations of federal Medicare and Medicaid
laws or state medical astance laws.

(16) Improper management of patient records, including failure to maintain adequate patient records, to comply
with a patient's request made pursuant to sections 144.291 to 144.298, or to furnish a patient record or report
required by law.

(17) Knowingly aiding, assisting, advising, or allowing an unlicensed person to engage in the unlawful practice
of advanced practice, professional, or practical nursing.

(18) Violating a rule adopted by the board, an order of the board, or a statee@l law relating to the practice
of advanced practice, professional, or practical nursing, or a state or federal narcotics or controlled substance law.

(19) Knowingly providing false or misleading information that is directly related to the caratgfdtient unless
done for an accepted therapeutic purpose such as the administration of a placebo.

(20) Aiding suicide or aiding attempted suicide in violation of section 609.215 as established by any of the
following:

(i) a copy of the record of criméh conviction or plea of guilty for a felony in violation of section 609.215,
subdivision 1 or 2;

(i) a copy of the record of a judgment of contempt of court for violating an injunction issued under section
609.215, subdivision 4;

(iii) a copy of the reord of a judgment assessing damages under section 609.215, subdivision 5; or
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(iv) a finding by the board that the person violated section 609.215, subdivision .1 ®he& board shall
investigate any complaint of a violation of section 609.215, subdivisior 2.

(21) Practicing outside the scope of practice authorized by section 148.171, subdivision 5, 10, 11, 13, 14, 15, or 21.

(22) Making a false statement or knowingly providing false information to the board, failing to make reports as
required by ection 148.263, or failing to cooperate with an investigation of the board as required by section
148.265.

(23) Engaging in false, fraudulent, deceptive, or misleading advertising.

(24) Failure to inform the board of the person's certification or réication status as a certified registered
nurse anesthetist, certified nuisddwife, certified nurse practitioner, or certified clinical nurse specialist.

(25) Engaging in clinical nurse specialist practice, numgdwife practice, nurse practitioner ptice, or

registered nurse anesthetist practice without a license and current certification or recertification by a national nurse
certification organization acceptable to the board.

26)-Engagingin-conduct-thatisprohibited-undersection145.412.

27 (26) Failing to report employment to the board as required by section 148.211, subdivision 2a, or knowingly
aiding, assisting, advising, or allowing a person to fail to report as required by section 148.211, subdivision 2a.

EFFECTIVE DATE . Thissection is effective the day following final enactment.

Sec.131 Minnesota Statutes 2022, section 148.512, subdivision 10a, is amended to read:

Subd.10a Hearing aid. "Hearing aid" meanan-instrumend prescribed aicbr any of its parts, worn ité ear
canal and designed to or represented as being ablede-aithancduman hearing"Hearing aid" includes the aid's
parts, attachments, or accessories, including, but not limited to, ear molds and behind the ear (BTE) devices with or
without an eamold. Batteries and cords are not parts, attachments, or accessories of a heariSgrgidally
implanted hearing aids, and assistive listening devices not worn within the ear canal, are not hearing aids.

Sec.132 Minnesota Statutes 2022, sectib48.512, subdivision 10b, is amended to read:

Subd.10b. Hearing aid dispensing "Hearing aid dispensing” means making ear mold impressions,
prescribing-er+recommending hearing aid, assisting the consumeprescriptionaid selectionseling-hearig-aids
at-retail or testing human hearing in connection with these activities regardless of whether the person conducting
these activities has a monetary interest in the dispensipesériptionhearing aids to the consumefiearing aid
dispensing doesot include selling ovethe-counter hearing aids.

Sec.133 Minnesota Statutes 2022, section 148.512, is amended by adding a subdivision to read:

Subd.10c Over-the-counter _hearing aid or OTC hearing aid "Overthecounter hearing aid" or "OTC
heaing aid" has the meaning given to that term in Code of Federal Regulations, title 21, section 800.30(b).

Sec.134. Minnesota Statutes 2022, section 148.512, is amended by adding a subdivision to read:

Subd.13a Prescription hearing aid. "Prescriptionhearing aid" means a hearing aid requiring a prescription
from a certified hearing aid dispenser or licensed audiologist that is not an OTC hearing aid.

Sec.135 Minnesota Statutes 2022, section 148.513, is amended by adding a subdivision to read:

Subd.4. Over-the-counter hearing aids Nothing in sections 148.511 to 148.5198 shall preclude licensed
audiologists from dispensing or selling oxtBe-counter hearing aids.
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Sec.136. Minnesota Statutes 2022, section 148.515, subdivisionanénded to read:

Subd.6. Dispensing audiologist examination requirements (a) Audiologists are exempt from the written
examination requirement in section 153A.14, subdivision 2h, paragraph (a), clause (1).

(b) After July 31, 2005, all applicants fondiologist licensure under sections 148.512 to 148.5198 must achieve
a passing score on the practical tests of proficiency described in section 153A.14, subdivision 2h, paragraph (a),
clause (2), within the time period described in section 153A.14, sghmhiv2h, paragraph (c).

(c) In order to dispensgrescriptionhearing aids as a sole proprietor, member of a partnership, or for a limited
liability company, corporation, or any other entity organized for profit, a licensee who obtained audiologistdicens
under sections 148.512 to 148.5198, before August 1, 2005, and who is not certified to gispmrggionhearing
aids under chapter 153A, must achieve a passing score on the practical tests of proficiency described in section
153A.14, subdivision 2, paragraph (a), clause (2), within the time period described in section 153A.14, subdivision
2h, paragraph (c)All other audiologist licensees who obtained licensure before August 1, 2005, are exempt from
the practical tests.

(d) An applicant for anwdiology license who obtains a temporary license under section 148.5175 may dispense
prescriptionhearing aids only under supervision of a licensed audiologist who dispg@esesptionhearing aids.

Sec.137. Minnesota Statutes 2022, section 148.51amended to read:
148.5175 TEMPORARY LICENSURE.

(a) The commissioner shall issue temporary licensure as a si@gciage pathologist, an audiologist, or both,
to an applicant who:

(1) submits a signed and dated affidavit stating that the applicaot iee subject of a disciplinary action or past
disciplinary action in this or another jurisdiction and is not disqualified on the basis of section 148.5195, subdivision
3; and

(2) either:

(i) provides a copy of a current credential as a spéewuag pathologist, an audiologist, or both, held in the
District of Columbia or a state or territory of the United States; or

(i) provides a copy of a current certificate of clinical competence issued by the American
SpeecH_anguageHearing Association or lzmd certification in audiology by the American Board of Audiology.

(b) A temporary license issued to a person under this subdivision expires 90 days after it is issued or on the date
the commissioner grants or denies licensure, whichever occurs first.

(c) Upon application, a temporary license shall be renewed twice to a person who is able to demonstrate good
cause for failure to meet the requirements for licensure within the initial temporary licensure period and who is not
the subject of a disciplinarycdon or disqualified on the basis of section 148.5195, subdivisio®8od cause
includes but is not limited to inability to take and complete the required practical exam for disgeesiription

hearinginstrumentsaids

(d) Uponapplication, a temporary license shall be issued to a person who meets the requirements of section
148.515, subdivisions 2a and 4, but has not completed the requirement in section 148.515, subdivision 6.
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Sec.138 Minnesota Statutes 2022, section 148.5Kbdivision 3, is amended to read:

Subd.3. Grounds for disciplinary action by commissioner The commissioner may take any of the
disciplinary actions listed in subdivision 4 on proof that the individual has:

(1) intentionally submitted false or méslding information to the commissioner or the advisory council;

(2) failed, within 30 days, to provide information in response to a written request by the commissioner or
advisory council;

(3) performed services of a spedahguage pathologist or audigjist in an incompetent or negligent manner;
(4) violated sections 148.511 to 148.5198;

(5) failed to perform services with reasonable judgment, skill, or safety due to the use of alcohol or drugs, or
other physical or mental impairment;

(6) violated ag state or federal law, rule, or regulation, and the violation is a felony or misdemeanor, an
essential element of which is dishonesty, or which relates directly or indirectly to the practice oflapgeabe
pathology or audiology Conviction for violding any state or federal law which relates to spdacbuage
pathology or audiology is necessarily considered to constitute a violation, except as provided in chapter 364;

(7) aided or abetted another person in violating any provision of sections 148.548.5198;

(8) been or is being disciplined by another jurisdiction, if any of the grounds for the discipline is the same or
substantially equivalent to those under sections 148.511 to 148.5198;

(9) not cooperated with the commissioner or advisoryncd in an investigation conducted according to
subdivision 1;

(10) advertised in a manner that is false or misleading;

(11) engaged in conduct likely to deceive, defraud, or harm the public; or demonstrated a willful or careless
disregard for the hedif welfare, or safety of a client;

(12) failed to disclose to the consumer any fee splitting or any promise to pay a portion of a fee to any other
professional other than a fee for services rendered by the other professional to the client;

(13) engaged in abusive or fraudulent billing practices, including violations of federal Medicare and Medicaid
laws, Food and Drug Administration regulations, or state medical assistance laws;

(14) obtained money, property, or services from a consumer thitbeghse of undue influence, high pressure
sales tactics, harassment, duress, deception, or fraud;

(15) performed services for a client who had no possibility of benefiting from the services;

(16) failed to refer a client for medical evaluation or to ptiealth care professionals when appropriate or when
a client indicated symptoms associated with diseases that could be medically or surgically treated;

(17) had the certification required by chapter 153A denied, suspended, or revoked according td 8BApter
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(18) used the term doctor of audiology, doctor of spdacbuage pathology, AuD, or SLPD without having
obtained the degree from an institution accredited by the North Central Association of Colleges and Secondary
Schools, the Council on Academiceéxeditation in Audiology and Speetlanguage Pathology, the United States
Department of Education, or an equivalent;

(19) failed to comply with the requirements of section 148.5192 regarding supervision of-Epepcye
pathology assistants; or

(20) if the individual is an audiologist or certified hearingtramentaid dispenser:

(i) prescribeder-otherwise-recommendad a consumer or potential consumer the usemkacriptionhearing
instrumentaid, unless the prescription from a physicienre@mmendationfroman audiologistor a certified
dispenser is in writing, is based on an audiogram that is delivered to the consumer or potential consumer when the
prescriptioner—recommendatioiis made, and bears the following information in all capidters of 12point or
larger boldface type: "THIS PRESCRIPTIONOR-RECOMMENDATON MAY BE FILLED BY, AND
PRESCRIPTION HEARING INSTRUMENTS AIDS MAY BE PURCHASED FROM, THE LICENSED
AUDIOLOGIST OR CERTIFIED DISPENSER OF YOUR CHOICE";

(ii) failed to give a copy of the audiogram, upon which the prescriptiorecommendatiois based, to the
consumer when the consumer requests a copy;

(iii) failed to provide the consumer rights brochure required by section 148.5197, subdivision 3;

(iv) failed to comply with restrictions on sales pfescriptionhearinginstramentsaids in sections 148.5197,
subdivision 3, and 148.5198;

(v) failed to return a consumemsescriptionhearinginstrumentaid used as a tradie or for a discount in the
price of a newprescriptionhearing instramentaid when requested by the consumer upon cancellation of the
purchase agreement;

(vi) failed to follow Food and Drug Administration or Federal Trade Commission regulations relating to
dispensingorescriptionhearinginstrumentsids

(vii) failed to dispense @rescriptionhearinginstrumentaid in a competent manner or without appropriate
training

(viii) delegatedprescriptionhearingirstrumentaid dispensing authority to a person not authorized to dispense a
prescriptionhearingiastrumentaid under this chapter or chapter 153A;

(ix) failed to comply with the requirements of an employer oresuigor of a hearingastrumentaid dispenser
trainee;

(x) violated a state or federal court order or judgment, including a conciliation court judgment, relating to the
activities of the individual'grescriptionhearinginstramentaid dispensing; or

(xi) failed to include on the audiogram the practitioner's printed name, credential type, credential number,
signature, and date.

Sec.139 Minnesota Statutes 2022, section 148.5196, subdivision 1, is amended to read:

Subdivision 1 Membership. The commissioner shall appoint 12 persons to a Speadguage Pathologist
and Audiologist Advisory CouncilThe 12 persons must include:
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(1) three public members, as defined in section 214D&o of the public members shall be either persons
receiving serices of a speeetanguage pathologist or audiologist, or family members of or caregivers to such
persons, and at least one of the public members shall be either a estringentaid user or an advocate of one;

(2) three speectanguage pathologistscknsed under sections 148.511 to 148.5198, one of whom is currently
and has been, for the five years immediately preceding the appointment, engaged in the practice-lafhspeeech
pathology in Minnesota and each of whom is employed in a different empfdysetting including, but not limited
to, private practice, hospitals, rehabilitation settings, educational settings, and government agencies;

(3) one speeclanguage pathologist licensed under sections 148.511 to 148.5198, who is currently and,has been
for the five years immediately preceding the appointment, employed by a Minnesota public school district or a
Minnesota public school district consortium that is authorized by Minnesota Statutes and who is licensed in
speecHanguage pathology by the Pessional Educator Licensing and Standards Board;

(4) three audiologists licensed under sections 148.511 to 148.5198, two of whom are currently and have been,
for the five years immediately preceding the appointment, engaged in the practice of audidldigg dispensing
of prescriptionhearinginstrumentsaidsin Minnesota and each of whom is employed in a different employment
setting including, but not limited to, private practice, hospitals, rehabilitation settings, educational settings, industry,
andgovernment agencies;

(5) one nonaudiologist hearimgstrumentaid dispenser recommended by a professional association representing
hearingirstrumentaid dispensers; and

(6) one physician licensed under chapter 147 and certified by the AmBoead of Otolaryngology, Head and
Neck Surgery.

Sec.140. Minnesota Statutes 2022, section 148.5197, is amended to read:
148.5197 HEARING AID DISPENSING.

Subdivision 1 Content of contracts Oral statements made by an audiologist or certified digpergarding
the provision of warranties, refunds, and service orptiescriptionhearing aid or aids dispensed must be written
on, and become part of, the contract of sale, specify the item or items covered, and indicate the person or business
entity oblgated to provide the warranty, refund, or service.

Subd.2. Required use of license number The audiologist's license number or certified dispenser's certificate
number must appear on all contracts, bills of sale, and receipts used in thepsasgiption hearing aids.

Subd.3. Consumer rights information. An audiologist or certified dispenser shall, at the time of the
recommendation—oprescription, give a consumer rights brochure, prepared by the commissioner and containing
information about lgal requirements pertaining to dispensing pwéscription hearing aids, to each potential
consumer of grescriptionhearing aid The brochure must contain information about the consumer information
center described in section 153A.18 contract for gorescriptionhearing aid must note the receipt of the brochure
by the consumer, along with the consumer's signature or initials.

Subd.4. Liability for contracts . Owners of entities in the business of dispengingscriptionhearing aids,
employers of audiologists or persons who dispgmescriptionhearing aids, supervisors of trainees or audiology
students, and hearing aid dispensers conducting the transadtisneasire liable for satisfying all terms of contracts,
written or oral, made by their agents, employees, assignees, affiliates, or trainees, including terms relating to
products, repairs, warranties, service, and refufite commissioner may enforceetterms oforescriptionhearing
aid contracts against the principal, employer, supervisor, or dispenser who conducted the transaction and may
impose any remedy provided for in this chapter.
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Sec.141 Minnesota Statutes 2022, section 148.5198, is ameondead:

148.5198 RESTRICTION ON SALE OFPRESCRIPTION HEARING AIDS.

Subdivision 1 45-calendarday guarantee and buyer right to cancel (a) An audiologist or certified
dispenser dispensingpaescriptionhearing aid in this state must comply with paegdrs (b) and (c).

(b) The audiologist or certified dispenser must provide the buyer with-calébdarday written moneypback
guarantee The guarantee must permit the buyer to cancel the purchase for any reason within 45 calendar days after
receiving theprescriptionhearing aid by giving or mailing written notice of cancellation to the audiologist or
certified dispenser If the buyer mails the notice of cancellation, thecétendarday period is counted using the
postmark date, to the date of receiptthe audiologist or certified dispensdf the prescriptionhearing aid must be
repaired, remade, or adjusted during thecdkndarday moneyback guarantee period, the running of the
45-calendarday period is suspended one day for eacin@4 periodthat theprescriptionhearing aid is not in the
buyer's possessionA repaired, remade, or adjustptescriptionhearing aid must be claimed by the buyer within
three business days after notification of availability, after which time the running of tbaletslarday period
resumes The guarantee must entitle the buyer, upon cancellation, to receive a refund of payment within 30 days of
return of theprescriptionhearing aid to the audiologist or certified dispensHne audiologist or certified dispesrs
may retain as a cancellation fee no more than $250 of the buyer's total purchase pripeesttigionhearing aid.

(c) The audiologist or certified dispenser shall provide the buyer with a contract written in plain English, that
contains uniform dnguage and provisions that meet the requirements under the Plain Language Contract Act,
sections 325G.29 to 325G.36The contract must include, but is not limited to, the followingx immediate
proximity to the space reserved for the signature of tiyet) or on the first page if there is no space reserved for the
signature of the buyer, a clear and conspicuous disclosure of the following specific statement in all capital letters of
no less than Xpoint boldface type: "MINNESOTA STATE LAW GIVES THE BJYER THE RIGHT TO
CANCEL THIS PURCHASE FOR ANY REASON AT ANY TIME PRIOR TO MIDNIGHT OF THE 45TH
CALENDAR DAY AFTER RECEIPT OF THEPRESCRIPTIONHEARING AID(S). THIS CANCELLATION
MUST BE IN WRITING AND MUST BE GIVEN OR MAILED TO THE AUDIOLOGIST OR CERTIFIED
DISPENSER IF THE BUYER DECIDES TO RETURN THEPRESCRIPTIONHEARING AID(S) WITHIN
THIS 45CALENDAR-DAY PERIOD, THE BUYER WILL RECEIVE A REFUND OF THE TOTAL
PURCHASE PRICE OF THE AID(S) FROM WHICH THE AUDIOLOGIST OR CERTIFIED DISPENSER MAY
RETAIN AS A CANCELLATION FEE NO MORE THAN $250

Subd.2. Itemized repair bill. Any audiologist, certified dispenser, or company who agrees to repair a
prescriptionhearing aid must provide the owner of grescriptionhearing aid, or the owner's representative, with a
bill that describes the repair and services rendefidte bill must also include the repairing audiologist's, certified
dispenser's, or company's name, address, and telephone number.

This subdivision des not apply to an audiologist, certified dispenser, or company that regaiesatiption
hearing aid pursuant to an express warranty covering the praseriptionhearing aid and the warranty covers the
entire cost, both parts and labor, of the repai

Subd.3. Repair warranty. Any guarantee ofrescriptionhearing aid repairs must be in writing and delivered
to the owner of theprescriptionhearing aid, or the owner's representative, stating the repairing audiologist's,
certified dispenser's, or company's name, address, telephone number, length of guarantee, model, and serial number
of theprescriptiorhearing aid and all other terms and dibions of the guarantee.

Subd.4. Misdemeanor. A person found to have violated this section is guilty of a misdemeanor.

Subd.5. Additional. In addition to the penalty provided in subdivision 4, a person found to have violated this
section is subjado the penalties and remedies provided in section 325F.69, subdivision 1.
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Subd.6. Estimates Upon the request of the owner opeescriptionhearing aid or the owner's representative
for a written estimate and prior to the commencement of repaimpairing audiologist, certified dispenser, or
company shall provide the customer with a written estimate of the price of rephiasrepairing audiologist,
certified dispenser, or company provides a written estimate of the price of repairs, it melsinget more than the
total price stated in the estimate for the repalfsthe repairing audiologist, certified dispenser, or company after
commencing repairs determines that additional work is necessary to accomplish repairs that are the subject of a
written estimate and if the repairing audiologist, certified dispenser, or company did not unreasonably fail to
disclose the possible need for the additional work when the estimate was made, the repairing audiologist, certified
dispenser, or company may cparmore than the estimate for the repairs if the repairing audiologist, certified
dispenser, or company immediately provides the owner or owner's representative a revised written estimate pursuant
to this section and receives authorization to continue with repairs If continuation of the repairs is not
authorized, the repairing audiologist, certified dispenser, or company shall retysresiegiptionhearing aid as
close as possible to its former condition and shall releas@réseriptionhearing al to the owner or owner's
representative upon payment of charges for repairs actually performed and not in excess of the original estimate.

Sec.142 Minnesota Statutes 2022, section 151.37, subdivision 12, is amended to read:

Subd.12. Administration of opiate antagonists for drug overdose (a) A licensed physician, a licensed
advanced practice registered nurse authorized to prescribe drugs pursuant to section 148.235, or a licensed physician
assistant may authorize the following individuals to adstémi opiate antagonists, as defined in section 604A.04,
subdivision 1:

(1) an emergency medical responder registered pursuant to section 144E.27;

(2) a peace officer as defined in section 626.84, subdivision 1, paragraphs (c) and (d);

(3) correctional mployees of a state or local political subdivision;

(4) staff of communitybased health disease prevention or social service programs;

(5) a volunteer firefighter; and

(6) alicensed-schoahurse orcettified-public-health-nursany other personne&mpbyed by, or under contract
with, ascheelbeard-undersection-121A Harter, public, or private school

(b) For the purposes of this subdivision, opiate antagonists may be administered by one of these individuals only if:

(1) the licensegbhysician, licensed physician assistant, or licensed advanced practice registered nurse has issued
a standing order to, or entered into a protocol with, the individual; and

(2) the individual has training in the recognition of signs of opiate overdosthane of opiate antagonists as
part of the emergency response to opiate overdose.

(c) Nothing in this section prohibits the possession and administration of naloxone pursuant to section 604A.04.

(d) Notwithstanding section 148.235, subdivisions 8 @mallicensed practical nurse is authorized to possess and
administer according to this subdivision an opiate antagonist in a school setting.

Sec.143 Minnesota Statutes 2022, section 153A.13, subdivision 3, is amended to read:

Subd.3. Hearing mstmmen{ aid. "Hearmgmstltumentald means an mstrumend;r—any—ef—ﬂs—paﬁs—we#mn
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eamanaJ—a#&net—heanng%tmmer&s deflned in sectlon 148. 512 subd|V|S|on 10a

Sec.144 Minnesota Statutes 2022, section 153A.13, subdivision 4, is amended to read:

Subd 4. Hearlng mstrumeet aid dlspensng "Hearmgmstr—umentald dlspensmg'meaHS—malqng—ear—mold
selection,
of

consumer has the meaning given in sectlon 148. 512 subdlwsmn 10b.

Sec.145 Minnesota Statutes 2022,cse@n 153A.13, subdivision 5, is amended to read:

Subd.5. Dispenser of hearinginstruments aids. "Dispenser of hearingpstrumentsaids' means a natural
person who engages jmescriptionhearingistrementaid dispensingwhether or not certified by the commissioner
of health or licensed by an existing healtfiated board, except that a person described as follows is not a dispenser

of hearingirstrumentsids

(1) a student participating in supervised field work thahesessary to meet requirements of an accredited
educational program if the student is designated by a title which clearly indicates the student's status as a student
trainee; or

(2) a person who helps a dispenser of hearsfFumentsaidsin an adminigative or clerical manner and does
not engage iprescriptionhearinginstramentaid dispensing.

A person who offers to dispensegeescriptionhearingiastramentaid, or a person who advertises, holds out to
the public, or otherwise represents that the person is authorized to dippessgptionhearinginstrumentsaids,
must be certified by the commissioner except when the person is an audiologist as defirntézhin45612.

Sec.146. Minnesota Statutes 2022, section 153A.13, subdivision 6, is amended to read:

Subd.6. Advisory council. "Advisory council® means the Minnesota HearibgstramentAid Dispenser
Advisory Council, or a committee @fthe council established under section 153A.20.

Sec.147. Minnesota Statutes 2022, section 153A.13, subdivision 7, is amended to read:

Subd.7. ANSI. "ANSI" meansANSI-S3-61989, American Natlonal Standard SpeC|f|cat|on for Audlometers
y-loan
systemas deflned in the Unlted States Food and Drug Admmlstratlon Code of FRdematlons tltle 21, sectlon
874.1050

Sec.148 Minnesota Statutes 2022, section 153A.13, subdivision 9, is amended to read:

Subd.9. Supervision "Supervision" means monitoring activities of, and accepting responsibility for, the
prescriptionheaing iastrumentaid dispensing activities of a trainee.

Sec.149 Minnesota Statutes 2022, section 153A.13, subdivision 10, is amended to read:
Subd.10. Direct supervision or directly supervised "Direct supervision" or "directly supervised" means the

onsite and contemporaneous location of a supervisor and trainee, when the supervisor observes the trainee engaging
in prescriptionhearingiastrumentaid dispensing with a consumer.
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Sec.150. Minnesota Statutes 2022, section 153A.13, subdivision Hménded to read:

Subd.11. Indirect supervision or indirectly supervised "Indirect supervision" or "indirectly supervised"
means the remote and independent performanpeestriptionhearinginstrumentaid dispensing by a trainee when
authorized undesection 153A.14, subdivision 4a, paragraph (b).

Sec.151 Minnesota Statutes 2022, section 153A.13, is amended by adding a subdivision to read:

Subd.12. Over-the-counter hearing aid or OTC hearing aid "Overthecounter hearing aid" or "OTC
hearing aid" has the meaning given in section 148.512, subdivision 10c.

Sec.152 Minnesota Statutes 2022, section 153A.13, is amended by adding a subdivision to read:

Subd.13. Prescription hearing aid. "Prescription hearing aid" has timeeaning given in section 148.512,
subdivision 13a.

Sec.153 Minnesota Statutes 2022, section 153A.14, subdivision 1, is amended to read:
Subdivision 1 Application for certificate . An applicant must:
(1) be 21 years of age or older;

(2) apply to te commissioner for a certificate to dispepsescriptionhearinginstrumentsaidson application
forms provided by the commissioner;

(3) at a minimum, provide the applicant's name, Social Security number, business address and phone number,
employer, andnformation about the applicant's education, training, and experience in testing human hearing and

fitting prescriptiorhearingistrumentaids

(4) include with the application a statement that the statements in the application are true and cherbeasto t
of the applicant's knowledge and belief;

(5) include with the application a written and signed authorization that authorizes the commissioner to make
inquiries to appropriate regulatory agencies in this or any other state where the applicasitl fpgigssription

hearinginstrumentsids

(6) submit certification to the commissioner that the applicant's audiometric equipment has been calibrated to
meet current ANSI standards within 12 months of the date of the application;

(7) submit evidence afontinuing education credits, if required;
(8) submit all fees as required under section 153A.17; and

(9) consent to a fingerprititased criminal history records check required under section 144.0572, pay all
required fees, and cooperate with all regeidstr information An applicant must complete a new criminal
background check if more than one year has elapsed since the applicant last applied for a license.

Sec.154. Minnesota Statutes 2022, section 153A.14, subdivision 2, is amended to read:

Subd.2. Issuance of certificate (a) The commissioner shall issue a certificate to each dispenser of hearing
instrumentaidswho applies under subdivision 1 if the commissioner determines that the applicant is in compliance
with this chapter, has passed an examination administered by the commissioner, has met the continuing education
requirements, if required, and has paid fiae set by the commissionefThe commissioner may reject or deny an
application for a certificate if there is evidence of a violation or failure to comply with this chapter.
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(b) The commissioner shall not issue a certificate to an applicant who refusasstnt to a criminal history
background check as required by section 144.0572 within 90 days after submission of an application or fails to
submit fingerprints to the Department of Human ServicAay fees paid by the applicant to the Department of
Heath shall be forfeited if the applicant refuses to consent to the background study.

Sec.155 Minnesota Statutes 2022, section 153A.14, subdivision 2h, is amended to read:

Subd.2h. Certification by examination. An applicant must achieve a passing s¢c@s determined by the
commissioner, on an examination according to paragraphs (a) to (c).

(a) The examination must include, but is not limited to:

(1) A written examination approved by the commissioner covering the following areas as they pertain to
prescriptionhearinginstramentaid selling:

(i) basic physics of sound;

(ii) the anatomy and physiology of the ear;

(i) the function ofprescriptiorhearingistramentsaids and

(iv) the principles oprescriptionhearinginstrumentaid selection.

(2) Practical tests of proficiency in the following techniques as they pertg@resoriptionhearinginstrament
aid selling:

(i) pure tone audiometry, including air conduction testing and bone conduction testing;

(ii) live voice or recorded voice speealidiometry including speech recognition (discrimination) testing, most
comfortable loudness level, and uncomfortable loudness measurements of tolerance thresholds;

(iii) masking when indicated;

(iv) recording and evaluation of audiograms and speech audiometry to determine proper selection and fitting of a
prescriptionhearinginstrumentaid,;

(v) taking ear mold impressions;

(vi) using an otoscope for the visual observation of the entire eal; car

(vii) state and federal laws, rules, and regulations.

(b) The practical examination shall be administered by the commissioner at least twice a year.

(c) An applicant must achieve a passing score on all portions of the examination withiyeatvp@riod An
applicant who does not achieve a passing score on all portions of the examination withigeartyweriod must
retake the entire examination and achieve a passing score on each portion of the exanfimatipplicant who
does not apply fo certification within one year of successful completion of the examination must retake the

examination and achieve a passing score on each portion of the examidatiapplicant may not take any part of
the practical examination more than thtieees in a tweyear period.
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Sec.156. Minnesota Statutes 2022, section 153A.14, subdivision 2i, is amended to read:

Subd.2i. Continuing education requirement On forms provided by the commissioner, each certified
dispenser must submit with the apptioa for renewal of certification evidence of completion of ten course hours of
continuing education earned within the-®nth period of November 1 to October 31, between the effective and
expiration dates of certification Continuing education coursesust be directly related tprescriptionhearing
instrument aid dispensing and approved by the International Hearing Society, the American
SpeecH_anguageHearing Association, or the American Academy of Audiologyidence of completion of the ten
course burs of continuing education must be submitted by December 1 of eachM&arrequirement does not
apply to dispensers certified for less than one year.

Sec.157. Minnesota Statutes 2022, section 153A.14, subdivision 2j, is amended to read:

Subd.2j. Required use of certification number The certification holder must use the certification number on
all contracts, bills of sale, and receipts used in the sgleegtriptionhearinginstrumentaids

Sec.158 Minnesota Statutes 2022, section 153A.4ubdivision 4, is amended to read:

Subd.4. Dispensing ofprescription hearing instruments aids without certificate. Except as provided in
subdivisions 4a and 4c, and in sections 148.512 to 148.5198, it is unlawful for any person not holding a valid
certificate to dispense@escriptionhearingiastramentaid as defined in section 153A.13, subdivisian person
who dispenses prescriptionhearinginstramentaid without the certificate required by this section is guilty of a
gross misdemeanor.

Sec.159 Minnesota Statutes 2022, section 153A.14, subdivision 4a, is amended to read:

Subd.4a Trainees (a) A person who is not certified under this section may disppresriptionhearing
instrumentsidsas a trainee for a period not to exceed 12 months if the person:

(1) submits an application on forms provided by the commissioner;

(2) is under the supervision of a certified dispenser meeting the requirements of this subdivision;

(3) meets all requiraents for certification except passage of the examination required by this section; and
(4) uses the title "dispenser trainee" in contacts with the patients, clients, or consumers.

(b) A certified hearingnstrumentaid dispenser may not supervise mdnart two trainees at the same time and
may not directly supervise more than one trainee at a tirhe certified dispenser is responsible for all actions or
omissions of a trainee in connection with the dispensingre$criptionhearinginstrumentsaids A certified
dispenser may not supervise a trainee if there are any commissioner, court, or other orders, currently in effect or
issued within the last five years, that were issued with respect to an action or omission of a certified dispenser or a
traineeunder the certified dispenser's supervision.

Until taking and passing the practical examination testing the techniques described in subdivision 2h, paragraph
(a), clause (2), trainees must be directly supervised in all areas described in subdiviaiwh thie, activities tested
by the practical examinationThereafter, trainees may dispemsescriptionhearinginstramentaidsunder indirect
supervision until expiration of the trainee periodJnder indirect supervision, the trainee must complete two
monitored activities a week Monitored activities may be executed by correspondence, telephone, or other
telephonic devices, and include, but are not limited to, evaluation of audiograms, written reports, and.c®h&acts
time spent in supervision musé recorded and the record retained by the supervisor.
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Sec.160. Minnesota Statutes 2022, section 153A.14, subdivision 4b, is amended to read:

Subd.4b. Prescription hearing testing protocol A dispenser when conducting a hearing test for the purpose
of prescriptionhearinginstrumentaid dispensing must:

(1) comply with the United States Food and Drug Administration warning regarding potential medical
conditions required by Code of Federal Regulations, title 21, sek8ib420301.422

(2) completea case history of the client's hearing;

(3) inspect the client's ears with an otoscope; and

(4) conduct the following tests on both ears of the client and document the results, and if for any reason one of
the following tests cannot be performed pursuant to the United States Food and Drug Administration guidelines, an

audiologist shall evaluatbe hearing and the need fopiescriptionhearinginstrumentaid:

(i) air conduction at 250, 500, 1,000, 2,000, 4,000, and 8,000.Hafiten a difference of 20 dB or more occurs
between adjacent octave frequencies the interoctave frequency must be tested,;

(i) bone conduction at 500, 1,000, 2,000, and 4,000 Hertz for any frequency where the air conduction threshold
is greater than 15 dBILH

(i) monaural word recognition (discrimination), with a minimum of 25 words presented for each ear; and

(iv) loudness discomfort level, monaural, for settingrascriptionhearinginrstramentsaid's maximum power
output; and

(5) include masking imll tests whenever necessary to ensure accurate results.
Sec.161 Minnesota Statutes 2022, section 153A.14, subdivision 4c, is amended to read:

Subd.4c. Reciprocity. (a) A person who has dispensptkescriptionhearing instrumentsaids in another
jurisdiction may dispengarescriptionhearinginstramentsaidsas a trainee under indirect supervision if the person:

(1) satisfies the provisions of subdivision 4a, paragraph (a);

(2) submits a signed and dated affidavit stating that the applicanttisenstibject of a disciplinary action or past
disciplinary action in this or another jurisdiction and is not disqualified on the basis of section 153A.15, subdivision
1; and

(3) provides a copy of a current credential as a heamgigmentaid dispenseheld in the District of Columbia
or a state or territory of the United States.

(b) A person becoming a trainee under this subdivision who fails to take and pass the practical examination
described in subdivision 2h, paragraph (a), clause (2), when rfer¢imust cease dispensipgescriptionhearing
iastrumentsaidsunless under direct supervision.

Sec.162 Minnesota Statutes 2022, section 153A.14, subdivision 4e, is amended to read:
Subd.4e Prescription hearing aids; enforcement Costs incurred by the Minnesota Department of Health for

conducting investigations of unlicenspkscriptionhearing aiddispenserglispensingshall be apportioned between
all licensed or credentialed professions that disppresscriptionhearing aids.
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Sec.163 Minnesota Statutes 2022, section 153A.14, subdivision 6, is amended to read:

Subd.6. Prescription hearing instruments aids to comply with federal and state requirements The
commissioner shall ensure thptescription hearing instrumentsaids are dispensed in compliance with state
requirements and the requirements of the United States Food and Drug Adminisfratlare to comply with state
or federal regulations may Igeounds for enforcement actions under section 153A.15, subdivision 2.

Sec.164. Minnesota Statutes 2022, section 153A.14, subdivision 9, is amended to read:

Subd.9. Consumer rights. A hearinginstramentaid dispenser shall comply with the requirerteeaf sections
148.5195, subdivision 3, clause (20); 148.5197; and 148.5198.

Sec.165 Minnesota Statutes 2022, section 153A.14, subdivision 11, is amended to read:

Subd.11l. Requirement to maintain current information. A dispenser must notify the canissioner in
writing within 30 days of the occurrence of any of the following:

(1) a change of name, address, home or business telephone number, or business name;
(2) the occurrence of conduct prohibited by section 153A.15;

(3) a settlement, conciliatiocourt judgment, or award based on negligence, intentional acts, or contractual
violations committed in the dispensingmescriptionhearinginstrumentaidsby the dispenser; and

(4) the cessation gifrescriptionhearinginstramentaid dispensing actities as an individual or a business.
Sec.166. Minnesota Statutes 2022, section 153A.14, is amended by adding a subdivision to read:

Subd.12. Over-the-counter hearing aids Nothing in this chapter shall preclude certified hearing aid
dispensers from dispensing or selling othecounter hearing aids.

Sec.167. Minnesota Statutes 2022, section 153A.15, subdivision 1, is amended to read:

Subdivision 1 Prohibited acts. The commissioner may take enforcement action as provided under subdivision
2 against a dispenser pfescriptionhearinginstrumentsaidsfor the following acts and conduct:

(1) dispensing @rescriptionhearinginstrumentaid to a minor person 18 years younger unless evaluated by
an audiologist for hearing evaluation gmescriptionhearing aid evaluation;

(2) being disciplined through a revocation, suspension, restriction, or limitation by another state for conduct
subject to action under this chapt

(3) presenting advertising that is false or misleading;
(4) providing the commissioner with false or misleading statements of credentials, training, or experience;

(5) engaging in conduct likely to deceive, defraud, or harm the public; or demimgstatvillful or careless
disregard for the health, welfare, or safety of a consumer;

(6) splitting fees or promising to pay a portion of a fee to any other professional other than a fee for services
rendered by the other professional to the client;

(7) engaging in abusive or fraudulent billing practices, including violations of federal Medicare and Medicaid
laws, Food and Drug Administration regulations, or state medical assistance laws;
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(8) obtaining money, property, or services from a consumer thrthgyhise of undue influence, high pressure
sales tactics, harassment, duress, deception, or fraud;

(9) performing the services of a certified hearingtrumentaid dispenser in an incompetent or negligent
manner;

(20) failing to comply with the requiremss of this chapter as an employer, supervisor, or trainee;

(11) failing to provide information in a timely manner in response to a request by the commissioner,
commissioner's designee, or the advisory council;

(12) being convicted within the past five years of violating any laws of the United States, or any state or territory
of the United States, and the violation is a felony, gross misdemeanor, or misdemeanor, an essential element of
which relates t@rescripion hearinginstrumentaid dispensing, except as provided in chapter 364;

(13) failing to cooperate with the commissioner, the commissioner's designee, or the advisory council in any
investigation;

(14) failing to perfornprescriptionhearinginstramentaid dispensing with reasonable judgment, skill, or safety
due to the use of alcohol or drugs, or other physical or mental impairment;

(15) failing to fully disclose actions taken against the applicant or the applicant's legal authorization to dispense
prescriptionhearinginstrumentidsin this or another state;

(16) violating a state or federal court order or judgment, including a conciliation court judgment, relating to the
activities of the applicant iprescriptionhearingiastrermentaid dispensig;

(17) having been or being disciplined by the commissioner of the Department of Health, or other authority, in
this or another jurisdiction, if any of the grounds for the discipline are the same or substantially equivalent to those
in sections 153A.18 153A.18;

(18) misrepresenting the purpose of hearing tests, or in any way communicating that the hearing test or hearing
test protocol required by section 153A.14, subdivision 4b, is a medical evaluation, a diagnostic hearing evaluation
conducted by amudiologist, or is other than a test to selegrr@scriptionhearinginstrumentaid, except that the
hearing instrument aid dispenser can determine the need for or recommend the consumer obtain a medical
evaluation consistent with requirements of thetethiStates Food and Drug Administration;

(19) violating any of the provisions of sections 148.5195, subdivision 3, clause (20); 148.5197; 148.5198; and
153A.13 to 153A.18; and

(20) aiding or abetting another person in violating any of the provisioneatibes 148.5195, subdivision 3,
clause (20); 148.5197; 148.5198; and 153A.13 to 153A.18.

Sec.168 Minnesota Statutes 2022, section 153A.15, subdivision 2, is amended to read:

Subd.2. Enforcement actions When the commissioner finds that a dispenskrprescription hearing
instrumentxaids has violated one or more provisions of this chapter, the commissioner may do one or more of the
following:

(1) deny or reject the application for a certificate;

(2) revoke the certificate;
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(3) suspend theertificate;

(4) impose, for each violation, a civil penalty that deprives the dispenser of any economic advantage gained by
the violation and that reimburses the Department of Health for costs of the investigation and proceeding resulting in
disciplinaryaction, including the amount paid for services of the Office of Administrative Hearings, the amount paid
for services of the Office of the Attorney General, attorney fees, court reporters, withesses, reproduction of records,
advisory council members' peliem compensation, department staff time, and expenses incurred by advisory
council members and department staff;

(5) censure or reprimand the dispenser;

(6) revoke or suspend the right to supervise trainees;

(7) revoke or suspend the right to be artea;

(8) impose a civil penalty not to exceed $10,000 for each separate violation; or

(9) any other action reasonably justified by the individual case.

Sec.169 Minnesota Statutes 2022, section 153A.15, subdivision 4, is amended to read:

Subd.4. Penalties. Except as provided in section 153A.14, subdivision 4, a person violating this chapter is
guilty of a misdemeanorThe commissioner may impose an automatic civil penalty equal tfoanth the renewal
fee on each hearingstrument-selleaid dispensemwho fails to renew the certificate required in section 153A.14 by
the renewal deadline.

Sec.170. Minnesota Statutes 2022, section 153A.17, is amended to read:

153A.17 EXPENSES; FEES.

(a) The expenses for administering tetification requirements, including the complaint handling system for
hearing aid dispensers in sections 153A.14 and 153A.15, and the Consumer Information Center under section
153A.18, must be paid from initial application and examination fees, renees) penalties, and finesThe
commissioner shall only use fees collected under this section for the purposes of administering this Thapter

legislature must not transfer money generated by these fees from the state government special reventhe fund to
general fund ject to this

paragraph.

(b) The fees are as follows:

(2) the initial certification application fee is $772.50;

(2) the annual renewaktrtification application fee is $750;

(3) the initial examination fee for the practical portion is $1,200, and $600 for each time it is taken, thereafter;
for individuals meeting the requirements of section 148.515, subdivision 2, the fee for theappaxtion of the
prescriptionhearingiastrumentaid dispensing examination is $600 each time it is taken;

(4) the trainee application fee is $230;

(5) the penalty fee for late submission of a renewal application is $260; and

(6) the fee for verificatin of certification to other jurisdictions or entities is $25.
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(c) The commissioner may prorate the certification fee for new applicants based on the number of quarters
remaining in the annual certification period.

(d) All fees are nonrefundablell fees, penalties, and fines received must be deposited in the state government
special revenue fund.

(e) Hearing instrument dispensers who were certified before January 1, 2018, shall pay a onetime surcharge of
$22.50 to renew their certification when it evgs after October 31, 2020 The surcharge shall cover the
commissioner's costs associated with criminal background checks.

Sec.171 Minnesota Statutes 2022, section 153A.175, is amended to read:
153A.175 PENALTY FEES.

(a) The penalty fee for holdingneself out as a hearingstrumentaid dispenser without a current certificate
after the credential has expired and before it is renewed ibalhthe amount of the certificate renewal fee for any
part of the first day, plus oralf the certificate rezwal fee for any part of any subsequent days up to 30 days.

(b) The penalty fee for applicants who hold themselves out as héastrgmentaid dispensers after expiration
of the trainee period and before being issued a certificate ibalhthe amounbf the certificate application fee for
any part of the first day, plus ofalf the certificate application fee for any part of any subsequent days up to 30
days This paragraph does not apply to applicants not qualifying for a certificate who holdethesneut as

hearingirstrumentaid dispensers.

(c) The penalty fee for practicingrescription hearing instramentaid dispensing and failing to submit a
continuing education report by the due date with the correct number or type of hours in the icoer@etriod is
$200 plus $200 for each missing clock hotiMissing" means not obtained between the effective and expiration
dates of the certificate, the oeneonth period following the certificate expiration date, or the 30 days following
notice of a penty fee for failing to report all continuing education haurghe certificate holder must obtain the
missing number of continuing education hours by the next reporting due date.

(d) Civil penalties and discipline incurred by certificate holders prior to August 1, 2005, for conduct described in
paragraph (a), (b), or (c) shall be recorded as nondisciplinary penalty Regsnent of a penalty fee does not
preclude any disciplinargction reasonably justified by the individual case.

Sec.172 Minnesota Statutes 2022, section 153A.18, is amended to read:
153A.18 CONSUMER INFORMATION CENTER.

The commissioner shall establish a Consumer Information Center to assist actual and potential purchasers of
prescriptionhearing aids by providing them with information regardprgscriptionhearinginstramentaid sales
The Consumer Information Centehadl disseminate information about consumers' legal rights related to
prescriptionhearinginstrumentaid sales, provide information relating to complaints about dispenseresdription
hearing instrumentsaids and provide information about outreachdamdvocacy services for consumers of
prescriptionhearinginstrumentsaids In establishing the center and developing the information, the commissioner
shall consult with representatives of hearimgtrumentaid dispensers, audiologists, physicians, aadsumers.

Sec.173 Minnesota Statutes 2022, section 153A.20, is amended to read:
153A.20 HEARING INSTRUMENT- AID DISPENSER ADVISORY COUNCIL.

Subdivision 1 Membership. (a) The commissioner shall appoint seven persons to a HdastigmentAid
Dispenser Advisory Council.






